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As we come to the final stretch of
this ASMS year, I am happy to report
that we are doing well on many camps.
My priorities at the beginning of my year
as your President were to obtain and
maintain fiscal stability, to increase
membership and to improve member
value.  Two other issues loomed impor-
tantly at the beginning of this year,
namely the status of our management
organization, PRRI and our relationship
with ASPS.  I am happy to say that in both situations we are on
sound footing.  We have renewed favorably our contractual re-
lationship with PRRI to the benefit of both parties.  As both of
us have a better understanding and communication with each
other, our relationship will only get stronger and prove to be of
benefit to the membership.  We have also renewed our ties
with ASPS which includes our contractual, fiduciary and work-
ing relationship.  I must thank Drs. Greg Evans and Charlie

As Editor of the Maxillofacial News-
letter, I wish to thank all of you for con-
tinuing to contribute to our success.  I
have served on the Maxillofacial News
Committee since 1999, and I have served as Editor of the News-
letter for the past 5 years.  Following the present issue, I will be
succeeded as Editor by John vanAalst, who is amply prepared
to carry the mission of our Newsletter to new frontiers.  I will
take the liberty of using my last editorial column to reflect on
the progress of the Newsletter.

The Maxillofacial News was initiated in the Fall of 1985.
Throughout my residency, I recall the glossy green print ver-
sions of the Newsletter as a defining emblem of the ASMS.
However, it wasn’t until I joined the Maxillofacial News Com-
mittee in 1999 that I realized that this hallmark of the ASMS
was the work of less than a handful of individuals.  The Maxillo-
facial News Committee would meet at the Annual Meeting, and
I recall one such meeting early in my tenure with the Commit-
tee in which only Mimis Cohen and I were present.  I asked
who would be working with us to assemble the Newsletter, and
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Guiding Medical Students to a Career in Maxillofacial Surgery
Julia Corcoran, MD, MHPE, Associate Professor of Surgery

Feinberg School of Medicine, Northwestern University
Attending Surgeon, Ann & Robert H Lurie Children’s Hospital of Chicago

As faculty members, we have influence over how young
people make career decisions.  From the student perspective,
faculty serves many roles in career advising – role model, in-
structor and mentor.  In these same roles from the specialty
perspective, we serve as marketers, sources of knowledge and
gatekeepers.  It is easy to say that any specialty groups wants
to recruit a broad range of practitioners with different skills and
interests that will benefit the specialty, who are at the same
time the best and the brightest of the pool of candidates.

This short article is meant to highlight what qualities Plas-
tic Surgery residencies select in the medical school applicants
to residency and how faculty members can guide students in
medical school to a successful match. For many members of
this society Plastic Surgery has played a fundamental role in
attaining their exposure and ultimately career choice as a Max-
illofacial Surgeon, although clearly other pathways exist through
Oral Maxillofacial Surgery and Otolaryngology Head & Neck
Surgery. While the framework of this piece is set in medical
school, the tenets would likely transfer to undergraduate Den-
tal School and it would be valuable to hear what similarities
and differences exist between the two training paradigms.

What type of candidate matches in Plastic Surgery?  Rinard
and Mahabir analyzed the data available from the American
Association of Medical Colleges after the 2009 residency
match.1  That year, there were 1.6
candidates for each available resi-
dency position. Candidates with the
following qualities had odds ratios in
favor of matching: Alpha Omega Al-
pha (AOA) member (4.4) and re-
search experience, whether clinical or
basic science in or out of Plastic Sur-
gery (5.6), USMLE Step 1 and Step 2
scores >230  (7.6 and 5.5). Graduat-
ing from a top 40 NIH funded school
and secondary degrees (PhD, MBA,
JD, Masters) were not influential.  The
easy interpretation of these data is
that students should prepare and test
well on the USMLE and that students
should participate in a research
project over the long term that will come to fruition as an ar-
ticle, poster or presentation regardless of the area of study.
The more difficult interpretation comes with achieving AOA sta-
tus. To be eligible for AOA, one must be in the top quintile of the
class academically, but selection from this pool of candidates
is then made on humanistic qualities such as leadership, com-
munity service and achievement outside of academic medi-
cine. In other words, we look for people who are smart and
interesting. This information is accurately presented in a stu-
dent fr iendly format on the resident run website
Plasticsmatch.com.

Role Modeling/Marketing
Plastic Surgery occupies a miniscule space in medical

school curricula and, when present, it occurs in the final years
of training.  Wade et al note that most medical students in the
UK learn about plastic surgery by television or word of mouth2.
In the US, Agarwal et al found that most student physicians
would refer cleft lip/palate to Plastic Surgery, but would refer
facial fractures and deviated septum to Otolaryngology and
congenital skull deformities to Neurosurgery3. In short, students
often think of others before plastic surgeons in our own areas
of maxillofacial surgery. Plastic Surgeons need to stake a claim
in the pre-clinical curriculum. We should be the first line clinical
correlative experts in the areas of embryology, anatomy and
biochemistry highlighting our work in the craniofacial anoma-
lies beyond cleft lip, wound healing, bone science and general
reconstruction. Call the Dean’s Office to find out where these
areas of instruction are occurring in the preclinical years and
volunteer to teach. Early exposure is key to giving an accurate
portrayal of the breadth and depth of Plastic Surgery. The cur-
rent trend in medical education worldwide is toward earlier
specialization. Rees-Lee and Lee warn us “with reduced train-
ing hours and early specialization, we will no longer have the
luxury of waiting to attract the best trainees … we need to take
back ownership of our specialty within undergraduate curricula.”4

Instructor/ Source of Knowledge
Teaching encompasses the tasks of

instruction, assessment, feedback and
evaluation. It is critical to the develop-
ment of young physicians that we do not
stop after instruction and easy assess-
ment. Instruction, that is sharing infor-
mation about our patients and specialty,
is fun and easy. We “push” the informa-
tion out. Often, we will ask questions to
see if a student has remembered spe-
cific points of anatomy or physiology.
More difficult and less frequently the
student’s ability to analyze, critique or
transfer knowledge from one situation
to another. These probing type ques-

tions should be asked even of the most junior students to help
draw parallels between the biochemistry lesson and plastic
surgery, between the microcirculation in physiology and the
flap in the field. By valuing these connections, we value the
information that they should be learning to do well on future
examinations and future clerkships.  Once we assess them, it
is important to share this feedback – what they have done well
and what they can improve upon. After the student has had a
chance to incorporate the feedback, finally an evaluation of

(continued on page 21)

These probing type questions
should be asked even of the
most junior students to help
draw parallels between the
biochemistry lesson and plas-
tic surgery, between the micro-
circulation in physiology and
the flap in the field.
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Reflections from a CRANIO Fellow
Roberto Flores, MD

Like many of my associates in plastic surgery, I consider
the last year of training the pinnacle of my surgical education.
In my case an intensive year as a craniofacial fellow in New
York indoctrinated me to the thought process, planning, col-
laboration and techniques that define the field of
craniomaxillofacial surgery. Although there were countless les-
sons brought from the technical and intellectual challenges of
that year, the gifts of the inquisitive and critical mind is prob-
ably the greatest one I have taken with me. Passed to me more
by example, it is what differentiates, in my mind, the good sur-
geons from those who are distinct.

Through the rapid development of clinical and academic
practice I have kept many of these lessons in my mind and
heart; applying them, challenging them, investigating, ques-
tioning and learning. The ASMS CRAINO fellowship gives the
young surgeon the unique opportunity to travel to the leading
craniomaxillofacial centers and further their education by learn-
ing from the masters.

What better opportunity is there to learn the technical nu-
ances of nostril rim incision used in primary rhinoplasty during
bilateral cleft lip repair than from John Mulliken himself? My
visit to Boston was planned specifically to learn his signature
operation. Having learned the retrograde approach from Court
Cutting and having attempted Mulliken’s bilateral cleft lip re-
pair with limited results, I wanted to see what I was missing
from his operation. In his operating room I learned more that I
have at any meeting I have previously attended. In addition to
having his operation conceptualized my visit was scattered with
lively discussion on cleft lip and palate reconstruction. As Dr.
Mulliken knew I was from the “New York School” of cleft care
our discussions would, at times, evolve to an animated volley.
His challenges to my thought, schooling and experience were
such that are only marginally approached at a meetings and I
left Boston having exercised my thought process on cleft care
to a depth that I had not done since fellowship.

Another memorable visit was to Tony Wolfe at Miami
Children’s Hospital. As many of the first generation of Tessier
fellows have embraced retirement, I felt this visit one of par-
ticular importance. During the later half of Dr. Wolfe’s career,
he expanded the scope of his practice to include cleft lip and
palate reconstruction. During my visit, I had opportunity to ob-
serve his two stage bilateral cleft lip repair: a unilateral Millard
reconstruction with a Mccomb rhinoplasty performed on each
side as a separate operation. The day of my visit, Dr. Wolfe
demonstrated the first stage of this operation on his first pa-
tient, and the second stage on his following patient. The timing
could not have been better. His staff and orthodontist were
very welcoming and we reviewed their current techniques in
presurgical orthopedics and their potential effects on facial
growth. During and between Dr. Wolfe’s many surgeries we
discussed Tessier’s work and influence, how to limit CSF leak
in Monobloc advancement and indications for LeFort III vs.
Monobloc vs. facial bipartition procedures (with or without dis-
traction). Dr. Wolfe was a wonderful host with a tremendous
fund of knowledge on the historical roots of craniomaxillofacial
techniques.

The efficiency of learning in the operating room of a mas-
ter surgeon is second to none. I was reminded of how, like in
fellowship, the spark that ignites our learning is not only through
the patients that are brought to the operating room, or the spe-
cific techniques that are used, but the intellectual process be-
hind the surgery, the planning, the past attempts that one has
learned from, the exchange of ideas and the challenges to one’s
own practice philosophy. As practices mature and academic
commitments grow, my own reflection of the ASMS CRANIO
fellowship is that it provides one of the great gifts to the
craniomaxillofacial surgeon: the opportunity to travel, learn
(once again) from the masters, form new friendships, and to
think.

Thank you ASMS and Dr. Ousterhout for this opportunity.

Information on the ASMS CRANIO FELLOWSHIP

General Information & Eligibility Requirements

The American Society of Maxillofacial Surgeons® (ASMS) and the Maxillofacial Surgeons Foundation (MSF) is requesting application
for the CRANIO Fellowship program for funding in 2014. The CRANIO (Craniofacial Region Added New Information Opportunity)
Fellowship program gives recipients an opportunity to visit designated centers of excellence in craniofacial surgery throughout the
United States, Canada, and Mexico City in order to broaden their clinical approach and develop innovative surgical skills.

Two fellows are selected annually with a stipend of $5,000 each to offset travel expenses during their fellowship. The CRANIO
Fellowship is generously supported by member surgeon Dr. Douglas Ousterhout.

CRANIO Fellowship eligibility includes:
 Completion of a plastic surgery residency from a program accredited in the United States by the American

College of Graduate Medical Education.
 Completion of a post-plastic surgery fellowship in craniofacial or maxillofacial surgery within the past five years.
 The individual must be on staff as a faculty member (not in a training program) during the year of the proposed funding.

Applications for 2014-2015 will be availalbe on the ASMS website:  www.maxface.org
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Historian’s Corner: 2005-2011 Our Years of Renaissance
Andrew Wexler, MD

Los Angeles, California

It is always an honor to be elected by your peers to lead a
professional society, but to have that society be composed of
such an extraordinary group of colleagues and friends is both
an honor and a joy.  Between 2005 and 2011 our society went
through a major transition that brought the ASMS from the repu-
tation of the “old boys club” to our current dynamic society rec-
ognized for its highly skilled members and educational contri-
butions to the whole of Plastic Surgery.

In 2005 our society was facing a myriad of challenges in-
cluding dwindling financial resources, inadequate membership
recruitment, and an inadequate concept of our own identity
and how plastic surgery and our ASPS colleagues viewed us.
Despite our highly talented membership and reputation for top
rate educational offerings in the words of Rodney Dangerfield
we “didn’t get no respect”.  In a prior newsletter historical cor-
ner John Persing discussed the roots of our identity crisis, which
was to maintain the relevance of our reconstructive heritage in
the face of the increasing popularity of cosmetic surgery. Addi-
tionally our younger members felt that that advancement in the
society structure was more dictated by who you knew then the
work you did for the society. President Mike Sadove in 2005
kicked off our society’s transformation by reorganizing our gov-
ernance, creating a level playing field that recognized ones
work and contributions with regard to advancement to leader-
ship roles. President Greg Evans, the following year helped
bring that to fruition. In 2006 President Seth “show me the
money” Thaller revitalized our corporate donation level by cre-
ating a brochure for corporate partnership opportunities which
helped secure funding for the initiation of the on line hyper guide
educational platform as well as the visiting professor program.
Dr Thaller’s high-energy character helped to increase mem-
bership moral and he helped put the society on a better finan-
cial footing.  When I assumed the Presidency in 2007, I was
fortunate to have a board and senior leadership of highly moti-
vated hard working surgeons committed to the society. With
the talents of Drs. Cohen, Kelly, Shubert, Losee, Hoffman,
Mackay, Patel, Buchman, Havlik, Gosain, Mount, and Vasconez
how could we not be successful? In my mind for the ASMS to
be successful we needed to define our identity and create a
brand. By doing this we could bind our members as a “team”
and market our particular skill set and expertise. Beauty may
be skin deep but ugly goes to bone and our membership was
uniquely qualified to combine maxillofacial hard and soft tissue
technical skills with the aesthetic eye of the Plastic Surgeon.

By my definition we are “Artists in facial restoration”.  We
restore form, we restore function, and we make it beautiful.  To
push this identity, we copyrighted our logo and marketed the
slogan “Artists in facial restoration.”  We printed t-shirts for our
basic course students, produced logo ties for our members,
encouraged our members to use our logos when they gave
talks, and ran a series of national radio spots on ATV safety
which showcased our identity.  In the face of a rising social

prominence of cosmetic surgery (remem-
ber Dr. 90210 and Nip and Tuck), we
branded ourselves as the society that val-
ued the core training and principles of re-
constructive plastic surgery. The establish-
ment of our identity both resonated with
younger plastic surgeons and gave us the
strength to negotiate with ASPS for a greater
financial piece of the pie.

Prior to 2007 we lost money on every Annual ASPS –ASMS
meeting, usually to the tune of $40-50 thousand per conven-
tion. With the constantly rising costs of our management con-
tract with ASPS, we were going broke. In 2008 we sat down
with the ASPS leadership and demonstrated to them that we
added value to the meeting. Our small group of members taught
over 14% of the courses and without them whole areas of re-
constructive surgery would be unrepresented. We underscored
that there were significant corporate exhibitors at the conven-
tion who came because of our membership. We argued that
despite the economic growth in cosmetic surgery, the historic
core values of reconstructive plastic surgery must be main-
tained and we were the society that helped do that. We main-
tained good relations with our colleagues across the table and
our arguments were persuasive. The resulting revenue shar-
ing agreement with ASPS revitalized our income stream, and
helped cement the interdependent and special relationship
between our two societies. This summer in Chicago we re-rati-
fied our agreement from 2008, without a single disagreement
from either side.

Additionally in 2007, we secured a multi-year $50,000
Biomet scholarships which underwrote young plastic surgeons
to come to our annual meeting and ASMS pre-symposium.
These residents and fellows were also able to socialize with
senior surgeons in our field at the ASMS Past Presidents re-
ception and encouraged to build our future membership.

Of further note, in 2007-2008 we made efforts to be repre-
sented at major international congresses including the 10th

annual Brazilian congress in Sao Paulo and the European As-
sociation of Cranio-maxillofacial surgeons congress in Bolo-
gna. We have continued to have a presentation section at the
biannual European meetings and will do so again next year in
Prague.

Our transformative years continued with the presidencies
of Drs. Kevin Kelly and Mimis Cohen who strengthened our
financial standing and increased our educational offerings. The
capstone of our renaissance came with our separation from
the management contracts with ASPS and President Steve
Buchman’s establishment of a new managerial agreement with
PRRI.

Today ASMS is a vital society recognized for our excel-
lence, financially stable, and dedicated to protecting the core
values of reconstructive plastic surgery of the head and neck.
We remain artists in facial restoration.
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CPT Coding: Clefting of the Palate
Gregory D. Pearson, MD

In the previous CPT corner, the common codes utilized for
primary palate repair where discussed.  This CPT coding cor-
ner will explore codes employed for revision or secondary
palatoplasty procedures.  These codes include 42215, 42220,
42225, 42226, and 42227.

Code 42215 (palatoplasty for cleft palate, major revision)
can be used when a surgeon revises previous repairs of the
cleft palate.  Per the description, the surgery can be needed
secondary to infection, wound dehiscence, or scarring.  The
indications can be for oral/nasal fistula, developmental growth
restrictions, or velopharyngeal dysfunction.  The descriptor
states that lateral relaxing incisions are made with elevation of
mucoperiosteal flaps.  Furthermore, the midline area (or previ-
ous incision) is opened freeing the mucosa (and if appropriate
muscle) layers with closure of the midline tissues in layers.  This
code cannot be coded in conjunction with 42205, 42210, 42225,
42226, 42227 or 42220.

Code 42220 (palatoplasty for cleft palate; secondary length-
ening procedures) is depicted as a surgeon “revises the previ-
ous cleft palate incisions to lengthen the soft palate” called
advancement flaps in the description. The indications to per-
form this CPT code are developmental growth restrictions or
velopharyngeal dysfunction.  The best example for utilization
of this code would be a secondary Wardill push back tech-
nique to increase the anterior to posterior length of the soft
palate.

Code 42225 (palatoplasty for cleft pal-
ate; attachment of pharyngeal flap) is prob-
ably the most common secondary palato-
plasty code utilized.  The code describes a
typical posterior pharyngeal flap with mid-
line split of the soft palate, elevation of the
pharyngeal flap (mucosa, submucosa, and
muscle), flap inset and wound closure.

Code 42226 (lengthening of the palate and pharyngeal flap)
combines the description of code 42220 (the advancement flaps
or push back flaps) with code 42225 (pharyngeal flap code) to
correct velopharyngeal incompetence.  Essentially, if the sur-
geon needs to perform a pushback technique in conjunction
with a PPF then this code is the correct choice.

Code 42227 (lengthening of the palate, with island flap)
represents the creation of mucosal island flaps to increase the
length of the soft palate.  An incision is made in “the palatal
mucosa adjacent to the alveolar bone.”  A mucoperiosteal flap
based upon the greater palatine vessel is develop, rotated pos-
teriorly and sutured in the soft palate to thereby lengthen it.
The following diagram from the CPT descriptor book demon-
strates this technique.  (See below)

In terms of bundling and unbundling, none of these codes
may be co-coded with any of the other codes including 42205
and 42210.
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Panel Discussion:  Posterior Cranial Vault Distraction Osteogenesis

(continued on next page)

Panel Moderator:  Raymond Harshbarger, MD
Panelists: Richard Hopper, MD, Patrick Kelley, MD and Jesse Taylor, MD

-Raymond Harshbarger, MD

Ray: Gentlemen, thank you for taking time to discuss this exciting
developing field in craniofacial sugery: posterior cranial vault distrac-
tion osteogenesis. Let’s begin with the first question: what are your
primary indications for a posterior cranial vault distraction osteogen-
esis?

Jesse: The place that I’ve used it the most is in syndromic cranio-
synostosis,  where I’m concerned about volume and phenotypically
seeing turri-brachycephaly . I feel like it’s an opportunity to intervene
early in a way that can make a pretty significant volume change.  We
are actually doing a study looking at CT scans from a group of
syndromic kids and here we’ve done posterior vault distraction and
comparing the percent volume gain as compared to a group of
syndromic kids in whom we’ve done anterior vault surgery as a first
stage. And in our study it looks like we’re getting about a 20% volu-
metric increase with posterior vault distraction verses about 10-12%
with anterior vault surgery. So for me, if volume’s a critical thing it’s
one thing I do.

Ray: Pat, what are your indications?

Pat: Multiple suture synostosis is the only indication that I am using
posterior distraction for and we have obtained really good results over
the last 5 years. Multiple suture synostosis is likely going to need two
procedures to get them to adequate intracranial volume throughout
their life. And if I have to do two procedures I would rather start on the
posterior vault and expand with a distraction where I could potentially
minimize the amount of bone graft to use by generating new skull and
by achieving maximum potential soft tissue accommodation through
distraction. I feel like this minimizes the number of defects present
going into a second stage anterior cranial vault expansion. So prob-
ably if you had to classify, categorize the patients it would be multiple
sutures , most of whom are syndromic patients.

Ray: Alright, very good. Richard, your indications?

Richard: Yeah I’d echo Jessie’s summary that it buys more volume - I
believe that. I also agree with Patrick’s summary that it lets us expand

the constricted vault with less
full thickness defects. I tend
to look at it however, as a
good procedure to buy time.
For a lot of these kids we had
to jump in too early before to
treat their anterior vault be-
cause everything was under
pressure and they were get-
ting turricephaly even after a
traditional posterior expan-
sion. With distraction however
you can do it young and get
enough volume to the point
that you can do a fronto-or-
bital advance on a syndromic
kid much later. Something
closer to two years of age as
opposed to the one year of
age where everything was
starting to fall apart and get
under pressure with a tradi-

tional posterior expansion. Doing the anterior surgery that young, you’re
destined to a repeat surgery because of relapse. Early posterior dis-
traction also gets enough volume and buys enough time to introduce
the alternative pathway of an “early” monobloc. You wouldn’t want to
do that....or I wouldn’t want to do that, in a child too young because
you haven’t expanded posteriorly enough. If it’s a child that would
benefit from a monobloc, it’s really nice to get enough volume with the
posterior distraction, decrease the pressure on the brain, cut down
the turricephaly, and then you’re able to do something like a monobloc
or fronto-orbital advancement at a more appropriate age.

Ray: Ok great. That was excellent. So I think what I’m getting from you
guys is the volume is important, as well as decreased need for bone
grafts, and ability to wait on doing the anterior vault until a later time
(especially in syndromic patients).  What do you think about asym-
metric deformities and use of posterior distraction? Here’s your ex-
ample, a unilateral lambdoid synostosis. Anyone want to take that?

Richard: I think.....my feeling is..... lamdoid synostosis is not just a
one dimensional asymmetry, you’re dealing with a three dimensional
asymmetry and I feel you can get a better result with, for example, an
early endoscopic strip on the lambdoid then you could with distraction
or even traditional expansion......I guess the question is....traditional
open verses distraction. I personally haven’t done a unilateral lamb-
doid. I’ve done a bilateral lambdoid, but then bilateral lambdoid is a
symmetric deformity. I think if you could make the make the skull sym-
metric, or if you could correct the asymmetry by an asymmetric dis-
traction, then I think it would be worthwhile. But I wouldn’t feel com-
fortable bringing a totally asymmetric skull straight back unless there’s
some way you’re able to kind of tweak it and help with some of the
asymmetry before moving it back.

Ray: Right, right.

Jesse: Yeah I’ve never done it, but if you were to extrapolate from the
Asian literature where they use distraction to correct the anterior cra-
nial base deflection using distraction to the posterior vault, like to the
lambdoid situation, you might correct the posterior cranial base de-
flection with distraction, and it is not corrected with conventional sur-
gery.  If you look at the lambdoid’s long term....you never correct the
mastoid bulge.  I don’t think you would distract in a symmetric fashion,
I think you would probably do it asymmetrically, but it could potentially
overcome some of the shortcomings of conventional surgery I’ve never
done it.

Ray: Ok. Pat would you perform posterior distraction on a unilateral
lambdoid synostosis?

Pat: I think.....much like Richard that it’s a three dimensional deformity
anddistraction is somewhat limited to correct the three dimensional
deformity. It provides volume but it doesn’t necessarily....provide vol-
ume in the proper dimensions. So my feeling in a unilateral lambdoid
is if you can correct the asymmetry which represents an asymmetric
volume restriction in a single stage at an age where the patient’s likely
to generate enough bone( less than one year of age)to avoid signifi-
cant gaps, then my preference would be to do it a traditional expan-
sion. Now if the patient’s a lot older and doesn’t have a great source of
bone grafts then I may try to do what Richard was saying, correct the
asymmetry surgically and then expand with distraction; only if after
correction of the asymmetry I felt like the scalp couldn’t give me ad-

... the volume is important, as
well as decreased need for
bone grafts, and ability to
wait on doing the anterior
vault until a later time (espe-
cially in syndromic patients).
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(continued on next page)

equate volume. But again I think the biggest thing is what Richard
said that it’s a three dimensional asymmetric deformity and some type
of traditional osteotomy probably will be better if you could get it done
in one Stage.

Richard: I think Patrick’s getting to the point. The other element as
you know is cost effectiveness....I think everyone agrees that the com-
plex synostoses benefit from distraction, because we’ve never had
great results with traditional expansion in that patient group. We’d end
up with large defects and the spider web bone would just dissolve
away when you took it off and remodeled it. But when you’re dealing
with a less complex problem like lambdoid, you know traditional sur-
gery tends to be pretty effective in single stage. You know it’s a new
world and it would be hard to try to justify the added cost and extra
surgery with using distraction in a case like that.

Pat: Agreed.  The tricky patient is the late presentation lambdoid synos-
tosis with a lot of asymmetry and firm bones.

Richard: Yeah.

Jesse: And maybe these are covered in other things but, the thing
that I think about is when the posterior vault is severally constricted,
so I need a lot of volume. No matter what the diagnosis is, I think
distraction can give you more volume than any other procedure be-
cause it slowly advances the calvarium posteriorly and the scalp slowly
accommodates.

Ray: Ok thank you. Does anyone have a particular contraindications
for distraction that they keep in their mind? That they look out for or
something specific, a caveat to that, or a patient you wouldn’t con-
sider? Maybe one we were just talking about, the asymmetric, lamb-
doid patient, is there anything else?

Richard: No I think the contraindication is severe asymmetry in most
cases. It would be a contraindication with the exception of what Patrick
was saying with an older kid and a tight scalp.

Pat: I totally agree with that Richard, I think you’re right on, severe
asymmetry really makes distraction hard.

Ray: Agreed.

Richard: Yeah. And then the only other one I see is as a relative
contraindication is....actually I think it’s an absolute contraindication…
is that when the bones are too thin. Every now and again you get
these crepe-like skulls like Pfeiffer type twos. Their skull is just this thin
spider web and there’s nowhere to get the distractors on it. And it’s not
that it’s a contraindication forever but it’s a contraindication at that time
so.....an early neonatal strip in the first few weeks - release the pres-
sure and then when the bones thickens up because the pressures
off… then you can do a distraction. We’ve done a few kids that way,
but it’s only every now and again when you get some kids with hardly
any bone at all because of the pressure. When the gyri of the brain are
eroding through the skull.

Ray: That’s a good point Rich. Jesse any thoughts on that?  Any
contraindications?

Jesse: No I think that the only limitations are the physical limitations
which have been pointed out.  But I would come back to this severe
asymmetry question and I tend to agree with everybody else that fix-
ing a unicoronal or unilateral lambdoid acutely is very effective. I’m not
sure that treating it with distraction is not effective. I just haven’t done
it and I would hesitate before saying it’s not effective because several
authors in the Asian literature have actually shown it to be quite effec-

Panel Discussion (continued from previous page)

tive in the anterior vault, and I cannot understand why it would not be
similarly effective posteriorly.

Patrick: I have done i only a couple of times in late presenting synos-
tosis .    It’s definitely effective in providing volume, not sure it does
very much for shape likely because the skull base is set at that stage.

Jesse: Yeah.

Patrick: It doesn’t establish the right contour.

Jesse: If you look at the results from Asia I would totally disagree with
that. I think the results with distraction and unicoronal’s are quite sym-
metric.

Patrick: Yeah, I am not familiar with their technique per se and what
age we are talking about.  I am just commenting on late presentation
patients.Ray: I’m just talking about lambdoid synostosis here.

Jesse: I have personally never read any papers on distraction for
lambdoid synostosis— are there papers describing that as a tech-
nique?

Patrick: No but we’ve distracted a couple of lambdoids that were older.

Jesse: Two and three years old.

Patrick: Yeah. And it’s just hard to correct the three dimensional de-
formity. I mean it’s hard to establish a normal posterior contour. And
it’s kind of distressing to the parents; now I think their intercranial pres-
sure issue is treated but the secondary issue of cosmesis and form
you know is not very well addressed.

Jesse: Right, yeah.

Patrick: Not sure how much molding can happen at that point and
again that’s a late one.

Jesse: Yeah.

Patrick: So if you did an earlier lambdoid, would it be better I don’t
know?

Jesse: Would there be some
auto-correction, yeah.

Ray: Yeah that may be some-
thing to look at. That’s an in-
teresting question.

Patrick: Even if you did os-
teotomies without mobilizing
the dura in the areas that are
most affected by the contour
deformity, then maybe that
would help with the asymme-
try correction, I don’t know.

Richard: I think it does just be-
cause when you get them
early enough and you do an
endoscopic strip craniectomy
right downclose to the
skullbase, you almost don’t
need a helmet since the asym-
metry self corrects so fast. But
of course the tough thing is
getting an lambdoid early be-
cause diagnosis is always
challenging.

-Richard Hopper, MD

Every now and again you
get these crepe-like skulls
like Pfeiffer type twos. Their
skull is just this thin spider
web and there’s nowhere
to get the distractors on it.
And it’s not that it’s a con-
traindication forever but it’s
a contraindication at that
time ..
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Patrick: Right.

Jesse: Yeah.

Ray: Alright guys that was excellent. Let’s move on to the next ques-
tion. Are there any particular aspects of the surgery that you feel are
critical in placement of your osteotomy design, or your device place-
ment, or numbers of devices used? Jesse go ahead.

Jesse: One thing I think is important when I do it, and it’s the thing
that the neurosurgeons hate to do but, I think you got to go below the
transverse sinus down towards the foramen magnum.  I use an ultra-
sonic scalpel to barrel-stave and then green stick out-fracture the low
occipital bones. I generally use two devices, mounted para-sagitally,
and distract in a mostly posterior but slightly inferior vector. I lag the
green sticked low occipital fragments to the distraction segment, and
I think that that basically opens up that low posterior vault,
potentially....just giving a little more volume but also potentially de-
compressing a Chiari malformation.

Ray: Right, right.  Pat, what’s your thought on this?

Pat: I totally agree with that because if you don’t outfracture the skull
base then you end up with a step off, and I think the step off improves
over time, but, you’re really torquing on the dura and the posterior
brain, and sinuses if you’re not careful.  I think from my standpoint,
that is probably the biggest issue that Jesse discussed, but the next is
maintaining some source of blood flow to the bone in as many or all
areas as possible.  So you want to try to avoid making bone grafts out
of the skull, and the way I do that is I strip the paracranium from the
skull posteriorly, but anterior I leave the scalp mostly attached, and I
will strip the dura anteriorly as far as I can go so that I can distribute
the force of distraction across as much dura as possible, as opposed
to just limiting the stretch to the ...osteotomy site.

Ray: Okay.

Pat: I try to only use two distracters if possible, and try to line them up
as best I can, and I think Jesse, everybody’s a little bit different, so you
just try to distract them in a vector that you think they need, but the
one that Jesse described I think is probably the most common.

Ray: Right.

Pat: I try to coordinate the exit site of the distracter arms with the
incision.  So you have to plan the incision to coordinate where your
osteotomy of the skull is going to be essentially to try to minimize the
amount of scars on the scalp, because the distracters have enough
memory in them that they’re going to cause some cheese- wiring
through the scalp, resulting in some secondary alopecia.

Ray: Richard, anything to add?

Richard: For osteotomy placement I plan my vector and then look for
the tangential bone in the temporal area and in the vertex.  Something
that would be parallel to my desired vector, and that’s where my
osteotomy’s placed, as well as where the devices are going to go, just
so you don’t get a step off of the skull, …and I agree with Pat, get as
low on the back as you can with your cut.  If you don’t have your vertex
osteotomy tangential...at the tangent point...you’re going to get a ver-
tex step off, and, you’ll get convergent vectors if you’re off the tangen-
tial at the temporal bone.  I like to try to get low on my temporal os-
teotomy - my right angle of the temporal osteotomy is ideally down by
the squamosal area, just because it tends to be thicker bone, and you
can really mount some pretty good screws there and make sure that
those devices are nice and stable.  And then we all agree that the

lower you get on your poste-
rior osteotomy, the better.
You’ve got to watch out for that
intracranial keel, they’ve all
got that real tight midline keel.
I’ll start with two devices, ac-
tivate them for 5 millimeters
or so, you know 4 or 5 milli-
meters, and then if I get one-
to-one, or pretty close to one-
to-one expansion along the
whole coronal osteotomy,
then I’ll stop at two [devices].
If I get a really asymmetric
expansion, with the top not
opening as much as the
sides, then I’ll put a third one
just parasagittal, and that usu-
ally just takes care of it.  Ev-
ery now and again for a real
crazy skull you do four, but the
old, you know, the original
Birmingham paper that de-
scribed four devices, - that group has also backed down and starts
from two and goes from there.  Finally cranial distraction is great from
a basic science point of view. Patrick takes off the pericranium and
leaves itvascularized to the scalp.  Instead, I like to just get in there in
a sub-galealplane, keep the pericranium as wet as possible, and with
my piezo-electric saw I just do that circumferential osteotomy, put on
my devices, and then close up. Ireally try to maintain that interface
between pericranium bone and dura.  I keep it as pristine as possible,
but the question is...by destroying the blood supply to the scalp, am I
ruining the pericranium, or is there still some venous perforators and
arterial supply from below that keeps it as a nice, pristine layer?.  That
would be a great project for someone to look at – leave the pericra-
nium down, or leave it on the scalp?

Ray: That’s right.

Richard: Yeah it’s the same question we have for sagittal synostosis,
you know, we just still haven’t solved it.

Ray: To summarize then: two (maybe three devices), with an osteotomy
that goes down below the torcula, frequently with outward barrel stav-
ing in the occipital region.

Ray: Alright, thank you.  So my next question we sort of touched on
already, how many devices do you use? Are there particular types of
devices that you use? Are they custom made? Are they meant for
other purposes? Do you use them on the cranium? What are your
thoughts on that? Pat, do you want to lead out?

Pat: Well I just like devices that have a lot of mobility to them.  There
are two things.  I like the foot plates to have a latch around the edge of
the bone, but I don’t like them to have a c shape  around the edges,
because then they become very difficult to take off.  I think that little
edge that grabs the edge of the bone helps support the screws, which
you know you only have a couple threads [worth of purchase] there.
And then if the devices have some wiggle in them, then they don’t
have to bein a perfectly symmetric plane,. So there are a couple of
distracters out there.  I think the KLS one has a lot of mobility, but I’m
sure the other companies have been coming along with other devices
as well.

So you want to try to avoid
making bone grafts out of the
skull, and the way I do that is
I strip the paracranium from
the skull posteriorly, but an-
terior I leave the scalp mostly
attached...

           -Patrick Kelley, MD

(continued on next page)
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Ray: Any other thoughts on devices, Richard or Jesse?

Richard: I tend to be a little bit opposite to that what Patrick said,
which probably means it’s not a huge point, like there’s not going to be
much of a difference either way.  I like to have the devices a little bit
more rigid, just make sure your vectors are all parallel.  I like to keep
the foot plates well away from the osteotomy on top of the bone just so
that there’s nothing sticking in that generate area at all.  So I’m not so
picky about what device or the characteristics as long as the vectors
are parallel, you can turn it externally, get rid of the extension arms so
that they go underneath the skin during consolidation, and it’s easy to
get out so it’s not all trapped in that generative bone.

Ray: Okay.  One of the things that I wonder about or I’ve had issues
with myself, is the screws and whether or not...what type of screws
are used and whether or not they could interfere with the dura if you
do it on a patient with thin bone in infancy.  Has anyone had any thoughts
on that.

Richard: Can we hear from Jesse...what kinds of devices he likes to
use?

Jesse: The only point I was going to make was about the type of
screws actually, so it segues nicely. I know of at least one case where
self-drilling, self-tapping screws were used and they caused a CSF
leak that required an additional intervention.  So, I think if you use a
self-drilling, self-tapping screw, which I actually still use, I think you’ve
got to put something under it.  I clear the dura from beneath my foot
plate and place a piece of Gelfoam.  But you could put anything, or
you could probably do the smart thing and go with a non self-drilling,
self-tapping screw.

Ray:  Agreed.

Patrick: I want to echo that, Jesse, because we’ve had one patient
where we had one self-drilling screw, and it just sort of cut through the
dura and required a second operation.  So I think as long as you
minimize the prominence of the point of the screw into the dura, and
try to stay away from pointy type of screws, it probably is a little bit
better.

Jesse: What were the ages of the kids that you guys saw that [sic]
screening effect of a pointy screw through the dura.  Was it really
young kids?

Patrick: Well, no, they’re not real young.  Ray, how old was that one?

Ray: In fact, she was a redo case with a  formal cranial vault remodel-
ing prior to that in infancy.  I think she must have been probably a year
and a half or two.

Richard: Well at that age the screws shouldn’t go through the bone
though.

Ray:  You would think not, but I think she had a thin cranium, because
she had cephalo-cranial disproportion.  So she had a thin bone.

Richard: I think it’s the thickness of the dura you know...if you’ve got
good dura, you still have to be careful, but I don’t think it’s as much of
an issue.Certainly if you’re dealing with a real young baby, that thin
kind of, you know, almost see-through bone, then I think a padding
like Jessie’s mentioning is probably a good idea.  We tend to try to wait
for the bone to thicken up, with a temporizing strip cranial release
early on, and then let the bone thicken when the pressure is off, but
certainly if you’re plan is distracting somebody with really thin, see-
through bone, I’d do one of the two options that Jessie was talking
about.

Ray: Let’s talk about standard protocols.  I want to hear each of you
describe your standard distraction protocol at your institution.  Let’s
start with the East Coast.

Jesse: Scott Bartlett and I actually do it a little differently.  I will not
speak for him because I don’t totally remember what he does, but I
usually wait for 48 hours and then go 1 millimeter a day.  I think Scott
may wait for five days and then go 1 millimeter a day.  But I don’t want
to speak for him because I just don’t remember.  I think this is a very
interesting question.  I look at my bone regenerate when I go in to take
them out, and it is rarely as thick as I’d like to see it, and, it’s often
slightly depressed relative to the contour of the surrounding vault.  And
so I’ve been thinking to myself, I wonder if I should slow down? Does
anyone else go slower than that?

Pat: Yeah so I had a similar experience with the first couple of cases
that I distracted, so what I went to is a longer latency, so I do usually
do five to seven days latency, and no more than a millimeter a day,
and often the first week or so, I’ll do a half millimeter a day.  So what I
do is I look at what I...

Ray: Even in  3 month olds?

Pat: Yeah, so what I do is I look at what I would do in a mandible in that
patient’s age range, and then I just use that as a guideline.

Ray: Okay.

Pat: So like in a neonatal, I would do no latency in the mandible and
just distract a millimeter, 2 millimeters a day, starting the next day.  I
would probably do a latency of about three days in a neonatal in a
skull.  Because I don’t think the skull regenerates quite as quickly
because of the lack of stress forces on it.

Ray: You’re talking about the cranium, Pat? Right? You mean the cra-
nium?

Pat: The cranium, yeah.  So what I do is...what I was saying is I look at
what I would do in a mandible
in that age patient, in that
patient’s diagnosis, and then
I just usually add some time
if I’m doing the cranium.

Ray: Okay, Richard, any vari-
ance on either of these two?

Richard: Yeah I typically wait
24 hours and then distract at
a millimeter a day.  I’m won-
dering the more I do this if
we’re truly doing distraction
osteogenesis though, or if
we’re just doing gradual trans-
port movement of the poste-
rior skull plate.  Because it
hasn’t been shown conclu-
sively that you’re getting a true
generate formation of differ-
entiated to undifferentiated,
then back to differentiated tis-
sue between those moving
edges.  And what I’m wonder-
ing if what we’re getting is…
we’re just getting neonatal
spontaneous ossification, in

           -Jesse Taylor, MD

I know of at least one case
where self-drilling, self-tap-
ping screws were used and
they caused a CSF leak that
required an additional inter-
vention. ....if you use a self-
drilling, self-tapping screw, ...
you’ve got to put something
under it.

(continued on next page)
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which case it’s probably more important how we treat the dura, and
how much we strip it, and how good the vascularity is, is there an
overlying scar, all that kind of stuff, because it’s probably more impor-
tant than rates or latencies.  So it’s again another interesting project -
is cranial distraction truly distraction?

Pat: Hey that’s an interesting point Richard, and I kind of had the
same thing after we did a few patients and I was like, are we really,
you know, creating bone? Because one of the major value props of
distracting would be regenerating [bi-lamiter] cranial bone that doesn’t
look like a bone graft.  that would have the   thickness and the integrity
of the skull.  And so when when we prolonged the latency and slowed
down the distractions, I really feel like we’re getting much better gen-
erate.  Anybody over two to three years of age, I may even wait ten
days before I started distracting.  So pretty prolonged latencies and
pretty slow distractions, and it seems like the generate is much better.
Ray, I don’t know if you can comment about what...

Ray: Well, yeah in my experience that’s been the case.  And I think it’s
an interesting research question.  I think we need to have a good
project that varies latencies and looks at what we’re doing, and then
studies on a histologic level what kind of regenerate we’re getting out
of this.  And then maybe some studies that include,  devascularizing
different or progressive aspects of the posterior cranial bone and the
dura and everything off the bone, and just see what we’re getting with
the different arms of the studies, because you may be right, Richard,

I think,  for people distract-
ing  quickly, there’s  probably
just doing a slow remodeling
procedure taking place, and
it’s not true distraction osteo-
genesis.  If you think about
the principles of distraction
osteogenesis, you’d really
adhere to that, you’d want to
wait until the fracture callous
forms, and I don’t know if it
truly forms in 24 hours.  It
probably takes a little bit
longer, although in an infant,
maybe it does happen that
fast.

Richard: Yeah it is a good
question, and if you look at
the classic Ilizarov or
McCarthy ratios, the cross-
sectional area of a cranial os-

teotomy is so thin, it’s such a thin area, that’s why I’m wondering if
generate tissue does truly form.  It certainly forms early streaks of
bone and then solidifies, which is different than your typical cranial
defect in craniosynostosis.  But I agree with you completely.  We’ve
done the research on, you know, mandibles, and midface, and long
bones, and it’s high time to do it on cranial.

Ray:  Sounds like there is some variance on distraction protocols. As
long as we are getting good bone formation with a stable cranium, this
is alright.  Further research is needed to delineate ideal protocols for
the cranium.  This next question for the group is how do you decide
when you’ve had enough expansion when you’re doing a standard
posterior vault distraction? What do you use as your tools to decide
your endpoints? Richard?

Richard: I take kind of a step back and look at it.  I get an estimate
before I start.  It’s typically around 1.5 to 2 centimeter range, depend-
ing on the dysmorphology.  I don’t do any computer planning, but do
try to factor in what it’s going to look like once you drop the turriceph-
aly and treat the anterior deformity.  So I have to say it’s a little bit of a
step-back and judge from that.

Ray: Okay.  Pat?

Pat: I think it’s kind of like Richard was saying.  You look at the general
contour of the patient, and then obviously what the effect on the scalp
is.  The scalp can only stand so much distraction, and the biggest
challenge is in the patient with multiple sutures, and this is a first
stage...the first operation the patient’s had.  So obviously you want to
try to get them as much volume as possible to buy them as much time
before they need an anterior vault.  But the scalp will only give you so
much.  And then you know, you don’t want to get beyond what would
be a normal posterior vault, or very little beyond that from a contour
perspective.  But I usually, when I feel like I’ve gotten to that point I’ll
repeat a scan and look at the amount of volume that we’ve generated
and make a decision at that point.

Ray: Okay.

Pat: if it’s a terminal procedure, the last procedure, I think the patient’s
going to have...we may measure their pressure.Ray: Jesse, any
thoughts on this?

Jesse: I go for as much as I can get, and I usually try to over correct
the brachycephaly slightly.  If I can make a syndromic patient look a
little scaphocephalic, I consider it a victory because I’ve never seen
an adult syndromic synostosis patient who looks anything but
brachycephalic.

Ray: Right.

Jesse: And so to me it’s about overcorrection and volume and I’ve
never had a problem with scalp breakdown during distraction, and I’ve
probably taken kids upwards of 30 millimeters. The thing that may tail
off as you go that far is the quality of the regenerate.  But to me, if I can
make a syndromic patient a little scaphocephalic with the procedure,
I consider it a victory.

Pat: Hey Jesse and Richard, just to kind of circle back to that previous
question and what you just said, have either of you all scanned pa-
tients that you’ve distracted two years or more after you distracted
them?

Jesse: Yeah.

Richard: Yeah our protocol, which is constantly evolving, but up until
recently, was a one-eighth dose one scan two years after distraction.

Pat: And you still didn’t have as much bone as you wanted?

Richard: Oh no, overall I’ve been very happy with the bone that forms,
you’ve just got to wait for it to form.

All: Yeah.

Richard: That’s what you have to do for cranial defects anyway, you
know.  It’s not going to happen in the first year.  People that used to
have one year follow up protocols realized that they were probably
looking at things too early.

Pat: Okay good.  Okay that’s what I was hoping you were going to say.

Jesse: That’s a great point.  I think in the long run, even the depressed,
sort of wispy regenerate becomes quite robust.  That’s a very good
point. (continued on next page)
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Ray: Alright, I want to throw in an extra question as a spin off on this
one.  Let’s say you’ve got a kid who’s a little older, who doesn’t have a
significant cranial deformity.  Let’s say they’re a later presentation of...

Ray: Alright just quickly, if you’ve got it...let’s say you’ve got an older
kid who doesn’t have a significant deformity who presents a
cephallocranial disproportion.  You know, all evidence indicates in-
crease intracranial pressure.  Let’s say you’ve even measured it and
it’s up.  So you’re really going to do your distraction based on
cephalocranial disproportion.  In that case, would you still use your
same endpoints that you’ve described, or would you be more likely to
actively measure their pressure, let’s say after you’ve distracted them
for a period of time? You really want to make sure that you get the
volume they need.

Richard: Ray, when you say an older kid, how old were you thinking?

Ray: Oh maybe, you know, three, four years old, maybe five years old.
You know, in that kind of secondary phase that  kids present in.

Richard: I would probably have to take myself out of that question.  I
haven’t come across a kid at that age range that I haven’t treated
anteriorly.  They haven’t had severe enough posterior dysmorphology
that’s either been...actually, no, with one exception, one Apert kid
needed a posterior expansion first, but the rest that have been
undertreated or not treated I have worked on getting the volume ante-
riorly, as opposed to putting them through two surgeries. I’ll use the
increased thickness of bone and ability to harvest bone grafts and do
a big middle and anterior cranial vault expansion.  So I’m trying to
think of the clinical scenario where it’d be an isolated posterior defor-
mity or one that justifies a posterior treatment first, and then an ante-
rior one later at that age.  Unless it’s from another country, adopted or
something.

Ray: Okay.  Pat or Jesse?

Jesse: I’ve distracted one fourteen year old who presented with
cephalocranial disproportion who presented with severe papilledema
and headaches.  He had an unknown genetic syndrome and was
mentally slow and seemed to be getting worse.  I did a posterior vault
distraction and I went very slowly.  I don’t remember the exact proto-
col, but I think I waited five days and then went 1 millimeter a day for
maybe 2 centimeters,.He actually had resolution of his symptoms and
it was a bit of a game-changer for him.  So I do think there is a role for
it in an older population.

Ray: Okay.  Alright, so let’s see, next question.

Jesse: But again, I think that indications are going to be very limited.

Ray: Okay.  I want to focus...we kind of touched on some of this stuff
already.  But what do you think, you know, just throw out a couple of
points for the first part of the question... Particular advantages for the
audience... This will be just a few highlights, key points that you would
put on like a PowerPoint slide.  Advantages of distraction versus tradi-
tional expansion... And then the second part is what circumstances
might you choose traditional expansion over DO? I think we’ve sort of
talked about that a little bit already, but it’s...Pat, do you want to make
a comment?

Pat: I feel like with distraction you can achieve greater volumes of
expansion in general.  So that’s one advantage.  The other advantage
is the potential of regenerating [bilamiter] skull.  The other advantage
is that by avoiding the need...or by minimizing the amount of tissue that
you need to mobilize and strip, you can reduce blood loss and do a quicker
procedure.  I think those are probably most of the advantages.

Ray: Okay Richard, do you want to add anything to that?

Richard: Yeah it’s the ones that Patrick mentioned, but you know, it all
comes down to the fact that you can leave the torcula alone.  You
know the torcula’s what’s going to kill the kid more than anything
else...trying to get bone off of it.  Distractions just leave it on and it
keeps an intact bone plate, it cuts down blood loss, makes it faster,
and you still get better results.  So that’s why it was really easy to sell
to our team - because we were, you know, getting better results with
less risk for the kids.

Ray: Jesse any other thoughts?

Jesse: Yeah I would echo everything that was already said.  I think
that the key point that I would make with distraction is the real benefits
are not in the short term but in the long term.  I think the long terms
results with it are much better.  I think the  blood loss are modest.  I do
think though the safety profile is probably better.  And then, you know,
the obvious disadvantages to distraction are two procedures with a
prolonged treatment, you know, instead of to the hospital, and then I
think, you know, distraction wouldn’t be something I would use for
instance, to treat, you know, regionally treat sagittal craniosynostosis.
I think a conventional procedure is just a better procedure for that.

Pat: Jesse, what about like a four year old, three or four year old late
presentation sagittal with a pretty thick, non-compliant skull?

Jesse: Would I choose to do a conventional versus a distraction type
of procedure?

Pat: Yeah, I mean what would.

Jesse: For sagittal?

Pat: Yeah I just struggle with that particular group.

Jesse: Yeah I’ve always done an acute conventional procedure for
those kids.  I’m trying to think in my mind what sort of a distraction
procedure would look like for a four year old sagittal.  It was described...
Arlen Denny put out a paper a few years ago on a similar type of thing
where he made those [temporal pradal] osteotomies and then hinged
the anterior aspect with a titanium plate, a thin titanium plate, so that
it wouldn’t pop off, it would just hinge off the anterior aspect.  And then
in the distracters went on transversely.  You know, we’ve done that for
a couple of different types of kids, one with like a post-shunt synosto-
sis picture and multiple procedures, slit ventricle syndrome, that sort
of thing in older kids.  I’ve found that it’s difficult, maybe in thinner
boned kids it’s better, but when they get older and their skulls are
thicker, it creates a bit of a step off in the posterior aspect of their
cranium, where that backside of the osteotomy slowly emerging, and

(continued on next page)

...with distraction you can achieve greater volumes
of expansion in general.  So that’s one advantage.
The other advantage is the potential of regenerating
[bilamiter] skull.  The other advantage is that by avoid-
ing the need...or by minimizing the amount of tissue
that you need to mobilize and strip, you can reduce
blood loss and do a quicker procedure.  I think those
are probably most of the advantages.
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Panel Discussion (continued from previous page)

I don’t know how to rectify that.  So that’s one thing that I think is a
challenge with a sagittal type of picture, you know, in trying to do
distraction.  How do you make a smooth transition? Where do you
make your smooth transition in the shaping? You know?

Ray: Okay.  Alright, last question guys.  Okay, so this one addresses
sort of the patient who needs volume, but also has a Chiari I malfor-
mation.  How do you at your institution, or how do you particularly
address this? Working with your neurosurgeon, do you like to perform
one surgery, meaning the distraction, or are there two surgeries? Is
there a separate Chiari decompression? What do you think the value
of distraction is in this type of situation? Richard?

Richard: Our approach has always been if the Chari’s symptomatic,
treat it, if it’s not symptomatic, then don’t treat it, follow it.  We pub-
lished on the resolution of the Chiari with posterior distraction, which
I, you know, I don’t think it happens 100% of the time, but other people
have found the same thing, so... So I’d say if it doesn’t need to be
treated, then don’t treat it.  That’s our neurosurgeon’s approach.

Ray: But if it is a patient who has the symptomatic Chiari who also has,
you know, a need for a posterior distraction anyway, you feel that the one
surgery is enough to address both issues? That was my question.

Richard: If it was symptomatic, as far as the Chiari needs to be treated,
we would have to look at the scans to see if it made mechanical sense
to go for the distraction, , as long as it’s done in a timely fashion, and
then go from there.  If it treats it, it treats it, if it doesn’t, then it has to
get addressed.  But we certainly recognize that Chiari’s can be treated
by distraction in some kids.

Ray: Okay.  Pat?

Pat: I totally agree.  I think it’s probably a more ideal treatment than
the standard treatment for Chiari.  So, you know, I would distract them
first, get it as low as possible, do what Jesse was talking about, make
sure you out fracture the base of the skull so that there’s a blending of
your distraction segment of the base of the skull in your final position.
But that should, you know, treat just about all Chiari’s.  I think if can get
the neurosurgeon to be patient about it, I guess depending on the
severity of symptoms, then I would try the distraction first, and if that
doesn’t work, then have the neurosurgeon come back in a secondary
way and deal with the foramen magnum] in the midline.

Ray: Okay.  Jesse, any thoughts on this one?

Jesse: Totally agree.  I’ve had two patients whose Chiari malforma-
tions resolved with posterior vault distraction.  My guess is it’s not a
100% cure, but it would be interesting if everyone were able to put
their experience together, what the percentages would look like. Would
it be 50%, or would it be something higher than that? It would be
interesting to know.

Ray: Right...in a symptomatic Chiari patient.

Jesse: Right.

Jesse: Because if posterior vault distraction is a highly effective treat-
ment, I don’t know what the risk-benefit situation would look like rela-
tive to the standard treatment, but my sense is that decompressing a
Chiari is not one of our neurosurgeon’s favorite things to do.

Richard: The one thing I was just thinking about the asymmetric skull
in terms of somebody reading the dialogue, I think we’re all on the
same page that if you have an asymmetric skull, distraction’s not a
great operation for it, but you can, in a lot of these young syndromic or
severely dysmorphic skulls, createsymmetry by early neonatal strip
release, and then distract when they’re four to six months old.  So I
think it’s just important to point that out - it’s not that you see a kid with
a syndromic asymmetric skull and think distraction’s not part of the
protocol - it just may be that they need something else before it would
be part of the protocol.  I think we’ve all said that, I’m just not sure if it
came across clearly.

Pat: I think that’s a really good point Richard, that some of the multi,
multi, suture, more than two sutures used, you may have to do some-
thing very early on because of pressure, and that operation has a
tendency to make things a lot more round and symmetric then in back.

Richard: Yeah, exactly.

Ray: Okay.  Alright, very good.  This is awesome.  It was great to sit
down with you guys and talk about this topic.  It’s an exciting topic,
with some research needed to further elluciate indications, and proto-
cols.  But clearly, posterior cranial vault distraction osteogenesis is a
valuable tool for the craniofacial surgeon.

ASMS 2013 Presidential Awards

Distinguished Service Award                 Robert Havlik, MD
The award is presented to a physician who is being honored for his/her ex-
emplary service, dedication, commitment and selfless contributions to the
field of Maxillofacial Surgery.

Special Honorary Award              Victor L. Lewis, Jr., MD
The award is presented to a physician who has contributed significantly to
the advancement of maxillofacial surgery and who has demonstrated lead-
ership in the specialty through clinical practice, teaching or research.

President’s Honorary Award                Mutaz Habal, MD
The award is presented to a physician to honor his/her countless contribu-
tions and service to the specialty and for his/her enormous impact on the
profession by educating and mentoring generations of plastic surgeons.

Lifetime Achievement Award               Paul Manson, MD
The award is presented to a physician who is being honored for his/her career
dedicated to enriching and enhancing the practice of Maxillofacial Surgery.

Tagliacozzi Award                      William P. Magee, Jr., MD
The award is presented to a physician who is being honored for outstanding
service to others above and beyond ones routine surgical practice.
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From the President (continued from page 1)

Please visit the ASMS website at

www.maxface.org for a complete listing of all

upcoming courses and to register.

Verheyden for facilitating and strengthening
our bond with our umbrella organization.  Both
organizations understand the value of work-
ing together, discussing common projects,
opportunities and even threats.  This also rep-
resents a benefit to the membership of both
organizations.

Our financial stability is strong at this time,
which is in contrast to previous years, espe-
cially during the periods of the general eco-
nomic downturn.  The main sources of our rev-
enue are from membership dues, corporate
sponsorship, and our educational courses in-
cluding the annual meeting and in no small
measure the results of our investments.  All of
these areas have presented challenges, but
we have met them with success.  Our Trea-
surer, Bill Hoffman and the Finance Commit-
tee chaired by Don MacKay have scrutinized
these areas carefully this past year.  Improved
accounting and reporting on the part of PRRI
have also permitted a better view and control of our finances.
We established new charges to our Development Committee,
chaired by Past President, Bob Havlik, to seek and obtain tra-
ditional and new sources of corporate sponsorship.  This work
is ongoing.

With regard to membership I don’t have reliable numbers
as yet but the work of Reza Jarrahy and the Membership Com-
mittee has been quite active this past year.  We have targeted
women and international candidates which we feel will make
our society richer and healthier overall.  Membership is the life
blood of any organization.  The new graduating residents and
fellows know who we are and what we do from having taken
and attended our Basic Course and several of our meetings.
We know that most will not convert to active members, but a
select minority will, and we strive to provide them the best that
we have to offer.

Our Education Committee has been hard at work under
the guidance of Frank Papay.  They conducted a survey earlier
in the year in which many of the members indicated what ar-
eas of clinical practice they felt they had particular expertise.
The goal then is to try to match younger members with more
senior experts in different fields and techniques, and then try
to arrange visits for the benefit of all concerned.  Please read
in this newsletter (page# ) more details about this exciting new
venue.  Our educational courses during the year, including our
well known basic maxillofacial course, continue to have good
attendance.  The recent course in Philadelphia had the highest
attendance ever for this hands-on workshop.  Through the lead-
ership of Warren Schubert and his team they have not only
maintained their quality but improved with every course, based
on the feedback from the residents and the faculty.  Our Visit-
ing Professor Program headed by Delora Mount and her com-
mittee, has been very active and well received this year.  We
have again received enthusiastic support from Stryker to con-

tinue this Visiting Professor Program in which
prominent plastic and maxillofacial surgeons
travel to different locations and institutions giv-
ing lectures, leading discussion groups and
performing patient evaluations.  ASMS covers
the travel and stay of the Visiting Professor.
Many institutions have taken advantage of this
valuable program. .  Please look at our website
to see the different professors available and
how to schedule a visit.

Talking about our website, it continues to
increase in popularity.  This is verified by the
number of hits from our members and non-
members. If you haven’t visited the site lately,
www.maxface.org, , you will see a brand new
face and redesign.  I want to thank Anand
Kumar and his Website Committee for their
hard and continuing work.  New features in-
clude improved readability and site navigation,
a dedicated PSEN page, online applications
and of course the Maxillofacial News you are

presently reading.  It is interesting to see how many countries
around the world visit our website each month to see about
our educational courses and meetings, grants and scholarship
applications and other ASMS activities.  The Maxillofacial News,
ably steered by Arun Gosain, provides timely news and infor-
mation of interest to our membership.  It tells of several upcom-
ing events and commonly there will be a discussion of contem-
porary topics of interest.

The main effort of our educational endeavors is of course
the Annual Meeting.  This year it will be held in sunny San
Diego along with the ASPS and PSF.  It includes the Pre-Con-
ference Symposium on Thursday, October 10, 2013, several
free paper sessions in Craniomaxillofacial Surgery, ASMS Day
on Sunday, October 13, 2013 and an additional panel on Mon-
day to discuss humanitarian activities.  As in previous years,
this year we have a great diversity of lectures, panels, free
papers that will be of interest not only to the maxillofacial sur-
geon but to the general Plastic Surgeon as well.

Starting on Thursday, Kant Lin and Reza Jarrahy have put
together an excellent Pre-Conference Symposium entitled “The
Lower Facial Third:  Reconstructive and Aesthetic Strategies.”
They have organized a group of national and international ex-
perts in the field of both skeletal and soft tissue surgery that
will deal with pretty much all aspects of the lower third of the
face  Separate registration is necessary to attend this special
symposium which kicks off the meeting on Thursday.

ASMS Day on Sunday, October 13, 2013 looks to be  a
very exciting program.  Drs. Lin and Jarrahy and the Scientific
Program Committee have put together several panels, some
new and some back by popular demand.  One of the more
interesting novel panels is called “Old Masters- New Masters”
where senior craniofacial surgeons such as Drs. Whitaker,
Kawamoto and Gruss are each teamed up with one of their

(continued on next page)

The main effort of our
educational endeavors
is of course the Annual
Meeting..... As in previ-
ous years, this year we
have a great diversity of
lectures, panels, free
papers that will be of in-
terest not only to the
maxillofacial surgeon
but to the general Plas-
tic Surgeon as well.
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past fellows.  They will then be asked to discuss specific cases
in a “How I do it” manner from both a traditional and new per-
spective, identifying areas of convergence and divergence.  One
of the most popular panels in the past several years has been
Scott Bartlett’s panel on “Soft Tissue Flaps of the Face.”  This
panel will now be expanded into 2 segments to include more
complex and extensive reconstructive challenges.  The sec-
ond part will be moderated by Robert Walton and will consist
in large measure of the innovative field of Craniofacial Micro-
surgery.  A panel on the “Surgical Correction of Pain and Head-
aches,” a discussion of “Pediatric Facial Fractures” and an “Up-
date on the Management of Cleft Lip Nasal Deformities” will
round out the panel topics.

This year we will have the Kazanjian Lecture delivered by
world renowned craniofacial surgeon and past president of
ASMS, Dr. Kenneth Salyer.  He has devoted his entire profes-
sional life to help and treat children with a vast spectrum of

craniofacial deformities.  He founded the World Craniofacial
Foundation to aide in giving surgical assistance to underprivi-
leged children throughout the World.  He has just published a
book about his life experiences called “A Life That Matters”
and he will present some of these experiences in his exciting
lecture.  As mentioned there will also be several sessions where
free papers in Cranio-maxillofacial Surgery will be presented.
Please check the scheduling brochure for details regarding the
times and locations of these free paper presentations.  Addi-
tionally there will be a panel on Mission Trips that should prove
most helpful to those interested in carrying out these types of
memorable experiences.

San Diego is a fabulous city with so many things to do and
an amazing variety of restaurants and night clubs.  The hotels
and convention center are easily accessible and generally all
within walking distance.  We look forward to seeing all of you
there for another great meeting.  You will be our special guest.

From the President (continued from previous page)

Presidential Address
Henry Vasconez, MD

“It’s All About Family”
11:05 am - 11:15 am

Kazanjian Lecturer:
Kenneth Salyer, MD

11:15 am - 12:00 noon

ASMS Luncheon &
Annual Business Meeting

SDCC - Room 31AB
12:00 noon - 1:15 pm

HIGHLIGHTS of ASMS DAY - SUNDAY, OCTOBER 13, 2013

Scientific Sessions
Panel:  Old Masters / New Masters
Case-Based:  The Reconstruction

Ladder
Panel: Management of Cleft

Lip Nasal Deformity
Panel: Pediatric Facial Fractures

Panel: The New Business of Headaches

ASMS Presidential Reception
7:00 pm - 10:00 pm

The Prado at Balboa Park
All ASMS Members are welcome.

Others by invitation only.
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ASMS ADMINISTRATIVE OFFICES

500 Cummings Center, Suite 4550
Beverly, MA  01915

(978) 927-8330
admin@maxface.org

www.maxface.org

THANK YOU to the following for their
continued support of ASMS

American Academy of Pediatrics

David Genecov, MD, DDS

Gorin Technology

Operation Smile

Douglas Ousterhout, MD

Kenneth E. Salyer, MD
World Craniofacial Foundation

Book Review:  A Life That
Matters: Transforming Faces,

Renewing Lives
by Kenneth E. Salyer, MD

Review by John Mesa, MD,

“A Life That Matters: Transforming Faces,
Renewing Lives” is a joy to read autobiography
that describes how Dr. Kenneth Salyer’s pas-

sion for helping children and adult patients with craniofacial de-
formities allowed him to become a world renowned craniofacial
surgeon. He changed the lives of thousands of patients through-
out the world during his more than forty years of experience.

“This work has given me deep waning to the totality of my
life and has allowed me to discover my core sense of purpose-
not just cutting, sawing, and sewing, but feeling the spirit of my
patients, allowing them to look comfortably in the mirror and
understand they are not freaks but, in fact, are vitally important
members of the human family,” said Dr. Kenneth Salyer.

This book is written in eleven chapters and is available in
both print and e-book versions. The book starts with the pro-
cess of becoming a medical doctor and then training in gen-
eral and plastic surgery. It continues describing how his addi-
tional training in craniofacial surgery with Dr. Paul Tessier, the
father of craniofacial surgery, allowed him to achieve his pro-
fessional and personal goal and passion: to give his best in the
care of craniofacial surgery patients. The subsequent chapters
describe how these core values allowed him to create both
one of the most prominent divisions of plastic surgery in the
country, as well as a foundation that helped thousands of na-
tional and international patients to obtain top quality, life-trans-
forming craniofacial reconstructive surgery: The World Cranio-
facial Foundation. Throughout the book, Dr. Salyer describes
multiple touching stories about patients with severe craniofa-
cial deformities that were “brought to life” with his skilled and
passionate help in conjunction with his craniofacial team. Fur-
ther chapters describe the challenges of craniofacial surgery
in the modern healthcare times. The book finishes with the
description of his  retirement process and the passing along of
his legacy to further generations of craniofacial surgeons na-
tionally and internationally.

The book has a complementary movie called ‘Beautiful
Faces” directed by Producer Russell Martin; trailer available at
vimeo.com (http://vimeo.com/49933571). The Beautiful Faces
movie shows how Dr. Salyer and his craniofacial colleagues
from Mexico, including Dr. Fernando Ortiz Monasterio, brings
hope and transforms the lives of patients with craniofacial de-
formities by changing their faces and giving them a more “nor-
mal” appearance.

In summary, this book is an excellent narrative of how a
world-class craniofacial surgeon, deeply devoted to give his
best care to the patients with deformed faces, transformed many
lives and provided the world with an international legacy. This
book should serve as an outstanding example to medical stu-
dents, residents, fellows and practicing surgeons seeking to
give their best in regard to patient care while leaving a long
lasting legacy in any field of plastic surgery.
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Case Study: Gunshot Wound to the Face
Craig Birgfeld, MD, Seattle Children’s Hospital

HISTORY
This 24 year old man was airlifted acutely from Alaska to

Harborview Medical Center after suffering a self-inflicted gun-
shot wound to the face. He was stabilized by the trauma sur-
gery service and physical exam and CT scan evaluation re-
vealed extensive soft tissue injury to the neck, mouth, tongue
base and nose (figure 1) and a comminuted mandible fracture
with bony loss across the entire symphyseal and
parasymphyseal region bilaterally (figure 2). Within 48 hours
he was taken to the operating room for washout/debridement,
mandible fixation and repair of soft tissue defects.

At his initial surgery, his large mandible defect was spanned
with a 2.4 recon plate leaving an approximate 8 cm defect (fig-
ure 3). He was premorbidly edentulous, so occlusion could not
be established. Large, bilateral cervicofacial flaps were elevated
and rotated for closure of his neck, chin and lower lip defects.
His floor of mouth and tongue were repaired as was his upper
lip and nose, which was closed over nasal trumpets (figure 4).
He recovered from his injuries and returned to Alaska.

DISCUSSION
Self inflicted gunshot wounds to the face often involve ex-

tensive bony and soft tissue injury. The injuries can be extremely
distracting, but basic ATLS protocols must be followed. The

Figure 1

Figure 3

Figure 2

Figure 4

ABC’s are paramount in these cases as there is often airway
compromise (this patient required tracheostomy) and a great
deal of blood loss. Additionally, patients are often under the
influence of drugs and/or alcohol. They must be stabilized from
an airway, cardiovascular and c-spine standpoint before em-
barking on reconstruction.

In this case, the edentulous patient is both a blessing and
a curse. The lack of teeth means the possibility of a post-op
malocclusion is nil, but you cannot rely on the dentition to set
the proper anatomy of the mandible. Additionally, you cannot
place the patient in MMF for treatment of this fracture. One
alternative treatment plan would have been an external fixator.
The external fixator would have allowed near-anatomic reduc-
tion of the mandible without devascularization of the smaller
bony segments, allowing time for the soft tissue to heal. How-
ever, with such extensive bony loss, the soft tissue would con-
tract, making later reconstructive surgery more difficult. The
internal recon plate was chosen in attempt to hold the soft
tissue out while re-approximating the mandible anatomy.

HISTORY (cont.)
He returned for follow up 6 months later when he was found

to have exposure of his re-
con plate (Figure 5). He was
referred to our service for
management. Upon presen-
tation, he was found to have
healed nasal and upper lip
injuries with patent nasal
airway bilaterally. His tongue
and floor of mouth had
healed with no bony expo-
sure, but his tongue was
stuck to the floor of mouth
and immobile. His lower lip
had relaxed somewhat, but
was deficient and scarred to
the chin. He had a large
segment of exposed hard-
ware across his chin and radiographs revealed an increase
bigonial distance with a widened lower 1/3rd of his face.

He returned to the OR approximately 9 months after injury
for removal of hardware. His tongue was released from the
floor of his mouth and his lower lip was repositioned. A new
recon plate was over-bent based on the width of the old recon
plate and was replaced to his angles. His defects was evalu-
ated and found to consist of: 1. Floor of mouth, 2. Approxi-
mately 12 cm of symphysis, bilateral parasymphysis and right
mandible body, 3. Chin soft tissue deficit of 5x6 cm. A free fibula
flap with skin paddle and section of FHL was harvested and
anastomosed to the superior thyroid end to end and to the
internal jugular vein end to side.

Figure 5

(continued on next page)
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Residents and Fellows Corner: Looking Forward to the 2013 ASMS Symposium
Carolyn R. Rogers, MD

Boston Childrens Hospital, Boston, Massachusetts

This year’s ASMS pre-conference symposium promises to
be one of the best symposia yet.  While the academic aspects
of the meeting are likely to be the main reason you attend,
there will be so much more that that residents and fellows can
benefit from at this year’s meeting.  In this issue of ASMS News,
I’d like to highlight a few aspects of the program that will be
highly valuable for residents and fellows.

1. Blend of Reconstructive and Aesthetic Surgery
This year’s academic program focuses on the lower third

of the face.  Presentations range from mandibular distraction
to peri-oral rejuvenation.  The planned sessions offer residents
and fellows ample opportunity to hone reconstructive and aes-
thetic knowledge of the mandible and surrounding soft tissue
in a complementary fashion.  This is particularly important for
young surgeons because most of us will perform a range of
procedures, both aesthetic and reconstructive, when we enter
practice.

2. International Perspective
The ASMS is pleased to welcome Dr. Lun-Jou Lo, from

Chang Gung Memorial Hospital in Taipei.  As you no doubt

have noticed, the field of plastic surgery is
constantly becoming more globally
intergrated.  This year’s symposium offers
a unique opportunity to meet and learn
from colleagues abroad.

3. Interact with Leaders in the Field of
Cranio-maxillofacial Surgery

Each year, my favorite part of the pre-
conference symposium and other ASMS events is the oppor-
tunity to meet and interact with prominent cranio-maxillofacial
surgeons.  As a young surgeon, I find this to be an invaluable
experience.  Whether chatting over lunch or introducing your-
self after a presentation, the symposium is a wonderful oppor-
tunity to learn from more experienced surgeons, build mentoring
relationships, and make connections with future fellowship di-
rectors and colleagues.

These highlights are just a few of the many reasons the
ASMS pre-conference symposium is not to be missed for resi-
dents and fellows interested in cranio-maxillofacial surgery.  I
hope to see each and every one of you in San Diego!

Case Report (continued from previous page)

DISCUSSION
The free fibula is the workhouse flap for reconstruction of bony mandible de-

fects greater than 5 cm in length. Its bone stock allows eventual placement of
dental implants and it provides the option of a skin paddle and muscle belly. His-
torically, the skin paddle has been deemed unreliable, but with increasing experi-
ence with perforator flaps, surgeons are finding it more robust. A Doppler is used
to identify major perforators and the paddle is designed around them. In this case,
part of the FHL was harvested to reconstruct the floor of the mouth. The muscle
was sutured to the tongue and lower lip and allowed to mucosalize.

In this case, as with any trauma case, it is important to look beyond the zone
of injury for donor vessels. The facial artery had been tied off in the original sur-
gery and although the stump was located, the superior thyroid artery was outside
of the zone of injury and pristine. Additionally, a large thyroid vein was located
superficially, but these are often tied off with trach placement, making them unreliable for
adequate outflow. Instead, an end to side into the I.J. provided more than adequate drainage
of the flap.

Increasingly, virtual planing and pre-operative models and guides are used for complex
cases. In this case, the previous recon plate served as the template for our new recon plate
and for the fibula, which was cut in situ while still attached to the pedicle in the leg and was
fixated to the new plate before transfer to the head.

RESULT
The patient recuperated without incident and returned to Alaska. Unfortunately, he has

not returned for follow up.

I would like to give a special thanks to my senior partners, Joe Gruss and Peter Neligan
for sending this case my way and helping me pull it off.
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New Horizons in Orthognathic Surgery 2014
Ferrara - Italy, February 28th - March 1st, 2014

Official Language: English Symposium Chairman: Prof. Luigi C. Clauser, Ferrara, Italy
Symposium Co-Chairman: Prof. Julio Acero, Madrid, Spain

Scientific Committee: Dr. Manlio Galiè, Ferrara, Italy, Prof. Joachim A. Obwegeser,  Zurich, Switzerland

Organizing Committee: Dr. Riccardo Tieghi, Ferrara, Italy
Tel. +39 0532 23 67 26  Fax +39 0532 23 69 89
E-mail: tieghi1972@libero.it

Target: Maxillo and Craniofacial Surgeons, Oral and Maxillo-Facial Surgeons, Aesthetic Surgeons, Orthodontists

Aims: Internationally known experts will present the current status and likely future developments in all aspects of
Orthognathic Surgery

CME:  CME credits requested
Organizing Secretariat: A&R Eventi sas - Ms Clara Verlicchi, Tel. +39 051 47 42 38  Fax +39 051 48 39 525

E-mail: secretariat@nhferrara2014.org       www.nhferrara2014.org          www.areventi.it

FROM THE EDUCATION COMMITTEE:  ASMS Educational Survey
Francis Papay, MD, Chair, ASMS Education Committee

The value of any membership organization is to provide
quality service and products to their members at a relative cost.
With this in mind, the ASMS strives to give the best value for
the membership fee.  This value includes a multitude of educa-
tional programs in addition to an independent voice of the
craniomaxillofacial surgeons.  In an effort to increase this value,
the ASMS conducted strategy sessions to assess potential
future educational programs and courses.  As part of this as-
sessment the ASMS educational committee surveyed the mem-
bership to reveal what surgical modalities and care paths are
they have the most expertise and what modalities do they wish
to add to future ASMS educational programs.  In addition the
membership was also asked if they would contribute to the
education of their fellow members as “no cost” preceptor at
their home institution.

Seventy members responded to the online survey.  Re-
sults were not surprising in that the far majority of the responded
members’ surgical experience involve primary maxillofacial
trauma reconstruction and cleft lip and palate surgery.  Those
members that were willing to act as an “observational-only”

preceptor for ASMS members without instructional fees were
38 % while 44% would consider offering a 1 to 5 day
preceptorship.

The survey also revealed that instructional courses that
involve reconstruction of the maxillofacial skeleton were most
important by 78% of members surveyed.  It was also noted
that 55% of the surveyed members felt that more aesthetic
coursed involving the craniomaxillofacial region should be of-
fered in the future.

A list of future education course subjects was then pre-
sented to the surveyed members to determine (through a Likert
scale of 1 to 10) which would be considered for future ASMS
courses or symposia.  The  subjects that garnered most points
were primary and secondary rhinoplasty, nasal reconstruction,
nasal valve and turbinate surgery, cleft lip and palate,
orthognathic surgery, cleft palate orthognathic surgery, obstruc-
tive sleep apnea, facial nerve reanimation, microvascular re-
construction of the head and neck, local and regional flaps in
craniomaxillofacial reconstruction, craniomaxillofacial
dysmorphology and genetics, and craniomaxillofacial practice
management in the era of health care reform.
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Mimis replied that the only content we could rely on was what
the two of us would produce.  As I review one of the Newslet-
ters from this period, Mimis’ words are borne out.  Besides
performing its obligatory role in presenting the Slate of Candi-
dates proposed by the ASMS Nominating Committee, the only
articles present were those required of the ASMS President
and the Editor of Maxillofacial News.  Clearly, such a publication
would not serve as a driving force in advancing our society.

Over the next 14 years, the Newsletter has undergone tran-
sitions in focus, in style, and in Editors.  After serving as Editor
in 2003-2004, Bob Havlik assumed the role of Editor through
2008, after which I resumed the role through the present issue.
Bob Havlik and I shared the vision of a comprehensive News-
letter, and the two of us have worked to grow the Maxillofacial
News Committee into a relevant body of individuals who could
contribute to the Newsletter rather than simply holding a place
on the Committee roster with no clear function assigned to
them.

Once Mimis Cohen became President of the ASMS, he
further supported growth of the Newsletter.  With his guidance,
we developed regular “corners” of the Newsletter, each of which
was to be filled by designated members of the Maxillofacial
News Committee as well as guest contributors.  With this spirit,
we developed the Resident’s Corner to address issues relevant
to our resident members, the Historian’s Corner to allow a past
leader of the ASMS to reflect on the direction that our Society
was taking relative to the direction taken during their leader-
ship, and the CPT Corner to address difficult aspects of coding
relative to maxillofacial surgery.

A Case of the Month was inititated to illustrate the thought
process and execution of difficult maxillofacial cases, as was a
Book Review on pertinent publications in our field, many of
which had been written by members of our Society.

Teleconferences addressing germane aspects of our spe-
cialty had been very well received in the past, but performed
inconsistently.  These were re-instituted, planning topics one
year in advance to insure that there was adequate preparation
time for a meaningful discussion.  These teleconferences could
be used to gain core knowledge of relevant topics in maxillofa-
cial surgery, providing a point and counterpoint format to topics
of controversy.  With the present on-line format of the Newsletter,
the teleconferences are available by downloading the appropri-
ate Newsletter.  We provide a list of the teleconferences since
2008 and encourage each of you to use these as references.
Spring 2010 The Management of Orbital Fractures
Spring 2011 Maxillectomy Reconstruction
Fall 2011 The Ethics of Mission Trips in

     Plastic Surgery
Winter 2012 Innovative Techniques in Head

     and Neck Reconstruction
Spring 2012 Cleft Care Around the World
Fall 2012 Cleft Care Around the World-Part II
Winter 2013 Facial Reanimation
Spring 2013 Facial Reanimation Part Two
Fall 2013 Posterior Cranial Vault Distraction

     Osteogenesis

During this time the ASMS Education Committee grew to
be one of the largest and most active committees in our orga-
nization, and we had since designated a regular column by the
leaders of this committee to keep the members abreast of the
key developments of our Society relative to Education.

We have instituted a Job Board to facilitate job searches
by residents and fellows interested in pursuing careers focused
in maxillofacial surgery.  We have also invited timely articles by
individuals who may not be members of the Maxillofacial News
Committee so that the publication remains pertinent to our
broader membership.  Many of these articles have focused on
the practice of maxillofacial surgery at centers outside of the
traditional academic medical centers, thereby adding insights
that many of us could not otherwise have provided.

Last but not least, the stalwart columns of the Newsletter
remain: the President’s column, the Editor’s Column, and timely
reports on the Slate of Candidates as well as coverage of our
National Meeting.

In addition to growth in scope and content of the Newslet-
ter, we have had an evolution in how the Newsletter is distrib-
uted, the target audience to which the Newsletter is directed,
and our ability to monitor access to the Newsletter.  The follow-
ing excerpts from my Editor’s Column highlight the inititation of
these changes:

Spring 2012
…During my tenure as Editor we have instituted major

changes in the Newsletter.  These changes have involved for-
mat, presentation, and content of the Newsletter.  Beginning
with the Winter, 2010 edition, the format of the Newsletter shifted
from a print to electronic.  This “Go Green” change had several
benefits, not the least of which was to conserve expendable
resources in an environmentally friendly manner.  Printing and
mailing of three editions of the Newsletter annually previously
cost the society up to $9,000 per year.  By changing to an
electronic format, the funds previously used for the print ver-
sion of the Newsletter can now be used to support the core
mission of the ASMS through its educational courses and ad-
vocacy programs for maxillofacial surgery.

One major advantage of electronic media is that usage
can be tracked, and the Newsletter staff quickly reacted to this
information with the concept of Open Access.  With the Sum-
mer-Fall, 2011 edition we decided to make the Newsletter avail-
able to all members of the ASPS so as to promote the educa-
tional opportunities we offered to all members of our larger
sister organizatin.

Shortly thereafter, Newsletter utilization reached almost 500
hits per month and remained in this range from October, 2011
through February, 2012.  The Winter, 2011 issue of the News-
letter was released in December, and we realized that utiliza-
tion of the previous edition of the Newsletter was far exceeding
that of the current issue.  The Newsletter committee again re-
sponded to this information by extending the Open Acess policy
to the Winter, 2011 edition, and soon thereafter utilization of
the Newsletter soared to over 500 hits by February, 2012 and
continued to climb to a record 700 hits in April, 2012.

Editor’s Corner (continued from page 1)

(continued on next page)



MAMAMAMAMAXIILLOFXIILLOFXIILLOFXIILLOFXIILLOFACIAL NEWSACIAL NEWSACIAL NEWSACIAL NEWSACIAL NEWS FFFFFALL 2013ALL 2013ALL 2013ALL 2013ALL 2013

20

Spring 2013
Online access to our Newsletter continues to remain at an

all-time high.  Due to our open access policy for all plastic sur-
geons, our effort to disseminate information pertinent to the
practice of maxillofacial surgery is amplified further among plas-
tic surgeons who are not presently members of the ASMS.
Online statistics bear this out:  In the month following release
of the Fall, 2012 Newsletter, there were over 2000 hits to our
Newsletter site; 2000 of these hits were through Open Access,
and 5 hits were through our Members’ Only site.  In the month
following release of the Winter, 2013 Newsletter, there were
over 600 hits to our Newsletter site; 600 of these hits were
through Open Access, and 10 hits were through our Members’
Only site.  Clearly Open Access has generated a huge enthu-
siasm for our content, and can only serve to increase aware-
ness in our specialty.

To add support to these observations I cite the following
statistics regarding utilization of the Newsletter:
Top 5 downloads from ASMS website as of July, 20112:

1. Pre-Conference Symposia 20121,365 pageviews
2. Winter 2012 Newsletter   619 pageviews
3. Winter 2013 Newsletter   519 pageviews
4. Fall 2012 Newsletter   484 pageviews
5. Spring 2011 Newsletter   436 pageviews

The volume of Newsletter downloads in the past year is
illustrated in the following graph, which shows that the cumula-
tive number of Newsletter downloads per month has ranged
from 1,500 to 4,000.  This is an unprecedented level of activity
for the Newsletter.  Pairing these activities with the technical
savvy provided by Anand Kumar and the ASMS Website Com-
mittee, a tremendous volume of activity has been driven to the
Online presence of the ASMS.

Certainly, this degree of activity far outweighs that of ASMS
members alone, and has redirected attention to the ASMS by
the broader membership of the ASPS.  While online activity
remains highest for those Newsletter editions that have been

published primarily online (Spring, 2011 onwards), our online
presence has also revived interest in early editions of our News-
letter, including 107 Downloads of the inaugural Newsletter from
Autumn, 1985.

The importance of an open access approach to distribu-
tion of ASMS content is illustrated by this graph.  3,759 cumu-
lative Newsletter downloads were performed through open
access, whereas only 93 Newsletter downloads were performed
through the members only area of our website, favoring open
access by a ratio of 40 to 1.

Whereas my reminiscence of the evolution of our Newslet-
ter may have relevance to only a handful of stalwart contribu-
tors to our Newsletter over the years, the statistics bearing out
the impact that the Newsletter has had is relevant not only to the
ASMS, but to the broader base of practicing plastic surgeons.

I am proud to have been a part of the team that helped to
launch this phase of the Newsletter, and I am equally proud to
introduce John vanAalst as my successor as he continues to
enrich our Newsletter in coming years.

Editor’s Corner (continued from page 1)
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The ASMS wishes to solicit postings for job openings for maxillofacial surgeons. As a service to individuals who are
completing craniofacial fellowships or plastic surgery residencies, we plan to post open academic positions for
craniomaxillofacial surgeons at no charge. We feel that this service is justified in keeping with the ASMS philosophy of
enhancing the education and practice of maxillofacial surgery. This would enable individuals who are completing craniofacial
fellowships to use the ASMS Newsletter as the primary source for academic job opportunities, since we will actively solicit all
such positions from academic institutions.

We will also post any non-academic positions of interest for craniomaxillofacial surgeons at the fee structure outlined
below:
 Job postings for craniomaxillofacial positions at institutions with plastic surgery residency or craniofacial surgery

fellowship training programs - to be solicited by the Newsletter so as to insure a complete list and posted at no
charge.

 Job postings for craniomaxillofacial positions not affiliated with a plastic surgery residency or craniofacial surgery
fellowship will be posted at a fee of $150 for ASMS members and $250 for non-members of the ASMS.

Please contact Lorraine O’Grady (logrady@prri.com) with any positions for craniomaxillofacial surgeons.

Post Your Open Positions in Maxillofacial News

the final performance should be given. These evaluations must
be honest and meaningful. State what was done well, what
skills are emerging and, if needed, what skills should be
remediated. These steps should be done proximal to the time
of teaching to be meaningful, so turn in your learner evalua-
tions promptly and put effort into these steps of teaching. These
steps – instruction, assessment, feedback and evaluation have
been stressed by educators such as Kolb and reflect the prin-
ciples of adult learning as posited by Knowles.

Mentor/Gatekeeper
Once a student has declared intent to pursue Plastic Sur-

gery, identification of a mentor is essential to a successful resi-
dency match. Honest assessment of the candidate’s strong
points and plans to bolster weak areas are essential. The stu-
dent will need time to do well in as many clerkships and courses
as possible to make them eligible for AOA. In addition to aca-
demic success, they should pursue activities that will add to
the community to improve the likelihood of induction into AOA.
They need to study diligently to do well on board examinations.
They also need one research project that does not necessar-
ily need to be in Plastic Surgery. Providing too much time in
plastic surgery or too many roles on lots of projects may misdi-
rect the activities of the student. In these cases the student
may be beloved in the Division or Department but not have
sufficient grades and tests. Because of the large applicant pool
and limited positions, many applications are screened out based
on grades, board sores and AOA status. A good mentor helps

an applicant build a strong curriculum vita and does not allow
any area to be ignored. Equally, a good mentor will redirect
individuals not capable of remediating weaknesses. For fur-
ther information about mentorship, Franzblau et al discuss ide-
als, tenet, obstacles and challenges in mentorship of young
plastic surgery faculty that could be translated easily to stu-
dent mentorship. 5

In summary, faculty members are influential in career de-
cisions. Medical school curricula do not highlight plastic sur-
gery in the preclinical years and we are likely to lose excellent
candidates to other specialties. Once a student has selected
plastic surgery, we must be complete teachers – instructing,
assessing, providing feedback and evaluating accurately. We
must mentor actively without overwhelming the student and
help build a strong, complete curriculum vita.

References:
1.  Rinard JR and Mahabir RC. Successfully matching into surgical specialties:
An analysis of National Resident Matching Program data. J Grad Med Ed,
2010; 2: 316-21.
2. Wade RG, Clarke EL, Leinster S and Figus A. Plastic Surgery in the under-
graduate curriculum: A nationwide survey of students, senior lecturers and
consultant plastic surgeons in the UK. J Plast Reconstr Aesthet Surg, 2013;
66: 878-880.
3. Agarwal JP, Mendenhall SD, Moral LA and Hopkins PN. Medical student
perceptions of the scope of plastic and reconstructive surgery. Annals Plast
Surg. 2013; 70: 343-49.
4. Rees-Lee JE and Lee S. Reaching our successors: the trend for early spe-
cialization and the potential effect on recruitment to our specialty. J Plast
Reconstr Aesthet Surg 2008; 61: 1135-38.
5. Franzblau LE, Kotsis SV and Chung KC. Mentorship: Concepts and application to
plastic surgery training programs. Plast Reconstr Surg 2013; 131: 837-43e.

Guiding Medical Students  (continued from page )
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Lurie Children’s Hospital
Faculty Position – Pediatric Plastic Surgery
Ann & Robert H. Lurie Children’s Hospital of
Chicago is seeking a full time faculty member
in The Division of Pediatric Plastic Surgery at
Assistant or Associate Professor level, ap-
pointment and salary commensurate with
training and experience.   Candidate should
have completed a fellowship providing a sig-
nificant experience in pediatric hand and mi-
crosurgery.  Candidate would develop
multidisciplinary efforts in pediatric hand and
brachial plexus surgery, with opportunity for
additional focus in reconstructive surgery and
wound healing.  Mentoring and support will
be made available for academic career devel-
opment.  Ann & Robert H. Lurie Children’s
Hospital is located in Chicago, IL.  Please send
a CV and letter of interest to: Arun Gosain,
MD, Chief of Division of Plastic Surgery, 225
E. Chicago Ave.  Box 93, Chicago, IL  60611
or email ArGosain@luriechildrens.org

Lurie Children’s Hospital of Northwestern
University Feinberg School of Medicine,
Chicago, Illinois
Craniofacial Surgery Fellowship
Lurie Children’s Hospital will initiate a Fellow-
ship in Craniofacial Surgery to begin July 1,
2014.  This is a comprehensive fellowship,
offering exposure to a full spectrum of cranio-
facial surgery.  Specific craniofacial exposure
includes: cleft lip/palate care, alveolar bone
grafting, orthognathic surgery, craniofacial dis-
traction osteogenesis, craniosynostosis, cran-
iofacial syndromes, Le Fort procedures,
monobloc advancement, facial trauma, and
secondary traumatic deformities.  The fellow
will also have the opportunity to participate in
pediatric plastic surgery involving microtia re-
construction, the multidisciplinary care of vas-
cular anomalies, and tissue expansion.  Re-
search opportunities available in clinical and
basic science with a dedicated laboratory in
craniofacial biology.  Please contact by email
at rgrady@luriechildrens.org.
All interested residents who will have com-
pleted an accredited Plastic Surgery Residency
are welcome to apply for this exciting training
opportunity in Craniofacial Surgery.

The University of Michigan
Ann Arbor, Michigan
Craniofacial Fellowship
The Craniofacial Fellowship at The University
of Michigan offers an ACGME accredited com-
prehensive training program with a large clini-
cal volume of reconstructive procedures for
congenital anomalies including syndromic and
non-syndromic craniosynostoses, branchial
arch disorders, clefting abnormalities,

Positions Available

orthognathic maladies as well as trauma re-
construction.  Craniofacial Fellows will become
facile with a broad exposure of craniofacial
procedures such as frontal orbital advance-
ment, cranial vault reshaping, distraction os-
teogenesis, Le Fort I, II and III osteotomy,
sagittal split osteotomies, genioplasty, and
other osteotomies of the mandible as well as
Monoblock procedures.  The Fellowship will
also include a significant exposure to cleft lip
and palate procedures, pediatric plastic sur-
gery, and challenging traumatic facial recon-
struction within a level 1 trauma system.  The
Fellow will have access to a plethora of clini-
cal and basic scientific research opportunities
including access to a state of the art NIH
funded bone laboratory.  The setting for this
fellowship is a brand new state of the art
1,000,000 square feet Children’s Hospital. The
Pediatric Plastic Surgery suite and the Fel-
lows office are immediately adjacent to the
operating rooms. The Craniofacial Fellow will
enjoy the same benefits and contract advan-
tages of the House Officers Association.  In-
terested residents are encouraged to contact
Steven R. Buchman, MD at
sbuchman@umich.edu for further details.
Please visit our Craniofacial Fellowship train-
ing program website at http://
surgery.med.umich.edu/plastic/education/
craniofacial.shtml

University of Michigan,
Section of Plastic Surgery,
Faculty Opportunity in Pediatric
Plastic Surgery
The Section of Plastic Surgery at the Univer-
sity of Michigan is seeking a BC/BE plastic
surgeon with fellowship training in pediatric/
craniofacial plastic surgery to join our excep-
tional full-time academic faculty. This position
presents an outstanding opportunity to join a
busy clinical practice in a superb teaching and
research environment. This individual will join
two existing pediatric/craniofacial surgeons in
the brand-new, 1,000,000 sq. ft. Mott
Children’s Hospital, which will open its doors
November 2011. She/he will be included in
the faculty of the ACGME-accredited inte-
grated plastic surgery residency and cranio-
facial fellowship programs and should there-
fore have excellent clinical and teaching skills.
Clinical responsibilities of the position include
facial trauma call, care of patients with clefts
and other congenital craniofacial anomalies,
vascular anomalies/laser procedures, and
general pediatric plastic surgery. Academic/
scholarly productivity is also expected.  Con-
tact: Qualified candidates should send a let-
ter of interest and CV to Steven R. Buchman,
MD, via email: sbuchman@umich.edu.

The University of North Carolina -
Chapel Hill,  Assistant Professor
The University of North Carolina at Chapel Hill
is pleased to announce the hiring of a ten-
ured faculty position at the level of Assistant
Professor who will primarily care for children
with a broad range of craniofacial anomalies,
including cleft lip/palate, microtia, craniosynos-
tosis, facial paralysis, facial lesions, and con-
genital hand anomalies. The candidate should
have completed a plastic surgery residency
and be board certified or pending board certi-
fication. Fellowship training in either Cranio-
facial Surgery or Pediatric Plastic Surgery is
required. Anticipated start date is July 2013.
The University of North Carolina is an Equal
Opportunity Employer.
Contact: John A. van Aalst:
 john_vanaalst@med.unc.edu

Johns Hopkins University School of Medi-
cine / Johns Hopkins Hospital, Baltimore,
Maryland,
Craniofacial Surgeon-Scientist
The Johns Hopkins School of Medicine, De-
partment of Plastic and Reconstructive Sur-
gery, is seeking a Craniofacial Surgeon-Sci-
entist to join our full-time academic faculty.
Minimum qualifications include fellowship
training in craniofacial surgery, ABPS board
certification/eligibility with a strong interest in
patient care, teaching and research. Candi-
dates with experience in all areas of pediatric
plastic/craniofacial surgery and prior accom-
plishment in basic science or clinical research
are encouraged to apply.
Contact: Qualified candidates may electroni-
cally submit CV and cover letter to:
Richard Redett, M.D., rredett@jhmi.edu

University of California, Irvine
PGY IV Plastic Surgery Resident
The Aesthetic and Plastic Surgery Institute at
The University of California, Irvine has been
approved for an increase in their resident num-
bers by the ACGME. Consequently, we are
looking to hire an additional resident into the
PGY IV position. Candidates must have com-
pleted General Surgery, Otolaryngology, Or-
thopedic Surgery, Urology or Neurosurgery to
be eligible for this position. Candidates would
complete a 3 year training program in Plastic
Surgery and be eligible to sit for their boards
by ABPS. Interested candidates should send
CV, 3 letters of recommendation, ABSITE or
In-Service Examination Scores, USMLEs and
a statement of interest: Daniel Jaffurs, MD,
djaffurs@uci.edu




