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University of California, San Francisco and   Tripler Army Medical Center    
present 

 

Pacific Rim Otolaryngology – Head and Neck Surgery Update 
 

With continued advancements in knowledge, technique, and technology, the management of 
disorders in otolaryngology-head and neck surgery evolves at a rapid pace. The goal of this course 
is to provide an update in contemporary otolaryngology - head and neck surgery and to foster 
educational interaction between practitioners from the Pacific Rim and beyond.  
 
This course is intended for practicing otolaryngologist- head and neck surgeons, facial plastic 
surgeons, oral and maxillofacial surgeons, dermatologic surgeons, and nurses.  

 
Educational Objectives 

 
Upon completion of this program, attendees should be able to discuss and, as appropriate, apply: 
 

 New management strategies for oropharyngeal cancer and the unknown primary; 

 Contemporary evaluation and management of midface and nasoethmoid complex 
fractures;  

 Current evaluation and management of syndromic conditions in children; 

 New approaches for evaluating nasal deformity and for understanding features of facial 
attractiveness;  

 

 Contemporary avoidance and management of complications of stapedectomy. 
 

 

Accreditation 
 

The University of California, San Francisco School of Medicine (UCSF) is accredited by the 
Accreditation Council for Continuing Medical Education to provide continuing medical education for 
physicians. 
 

UCSF designates this live activity for a maximum of 22.75 AMA PRA Category 1 Credits™  
Each physician should only claim only credit commensurate with the extent of his/her participation 
in the activity.  
 

This CME activity meets the requirements under California Assembly Bill 1195, continuing 
education and cultural and linguistic competency.  
 

Nurses:  
For the purpose of recertification, the American Nurses Credentialing Center accepts AMA PRA 
Category 1 Credit™ issued by organizations accredited by the ACCME. 
 
 
Physician Assistants:  
AAPA accepts Category 1 Credit from AOACCME, Prescribed credit from AAFP, and AMA 
Category 1 Credit™ from organizations accredited by the ACCME.



General Information 
 
Sign-In Sheet / CME Certificates 
Each participant is required to sign-in and claim the number of credits in order to receive 
a CME certificate. The sign-in sheet will be located at the UCSF Registration Desk. 
Those that claim a total of 22.75 credit hours at the end of course on Tuesday, February 
19th will receive their CME certificate on-site.  
 
CME certificates will be mailed to participants that claim less than 22.75 credits 
approximately 2-3 weeks post course.  
 
Evaluations 
Your cooperation in completing and returning the course evaluation is an important part 
of future course planning.  The evaluation is the colored handout that you received when 
you checked-in at the UCSF Registration Desk.  Please turn in the evaluation at the 
conclusion of the course. 
 
Lunch 
The course will conclude at lunchtime each day with the exception of Monday 2/18/13. 
Lunch is on own each day and a list of restaurants is available through the Moana 
Surfrider concierge staff. 
 
Security 
We urge caution with regard to your personal belongings. We are unable to replace 
these in the event of loss.  Please do not leave any personal belongings unattended in 
the meeting room.   
 
Exhibits 
Industry exhibits will be available outside the General Session room during course 
breakfasts and breaks. 
 
Case Discussions 
Each day of the course there will be an opportunity to discuss various cases along with 
light refreshments. 
 
Reception 
The course reception will take place on Monday evening 2/18/13 from 7:00PM- 9:00PM 
in the Lani Kai room and is open to the paid attendee and one adult guest. You will 
receive tickets for you and your guest when you check-in at the UCSF Registration Desk. 
Please note that the location is subject to change due to weather and we will make an 
announcement if there is a location change.     



Federal and State Law  
Regarding Linguistic Access and Services for Limited English Proficient Persons 

 

I. Purpose. 
 

This document is intended to satisfy the requirements set forth in California Business and Professions 
code 2190.1.  California law requires physicians to obtain training in cultural and linguistic competency 
as part of their continuing medical education programs.  This document and the attachments are 
intended to provide physicians with an overview of federal and state laws regarding linguistic access 
and services for limited English proficient (“LEP”) persons. Other federal and state laws not reviewed 
below also may govern the manner in which physicians and healthcare providers render services for 
disabled, hearing impaired or other protected categories 

 

II. Federal Law – Federal Civil Rights Act of 1964, Executive Order 13166, August 
11, 2000, and Department of Health and Human Services (“HHS”) Regulations 
and LEP Guidance.  

 

The Federal Civil Rights Act of 1964, as amended, and HHS regulations require recipients of federal 
financial assistance (“Recipients”) to take reasonable steps to ensure that LEP persons have 
meaningful access to federally funded programs and services.  Failure to provide LEP individuals with 
access to federally funded programs and services may constitute national origin discrimination, which 
may be remedied by federal agency enforcement action.  Recipients may include physicians, 
hospitals, universities and academic medical centers who receive grants, training, equipment, surplus 
property and other assistance from the federal government.  
 

HHS recently issued revised guidance documents for Recipients to ensure that they understand their 
obligations to provide language assistance services to LEP persons.  A copy of HHS’s summary 
document entitled “Guidance for Federal Financial Assistance Recipients Regarding Title VI and the 
Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons – 
Summary” is available at HHS’s website at: http://www.hhs.gov/ocr/lep/ . 
 

As noted above, Recipients generally must provide meaningful access to their programs and services 
for LEP persons.  The rule, however, is a flexible one and HHS recognizes that “reasonable steps” 
may differ depending on the Recipient’s size and scope of services.  HHS advised that Recipients, in 
designing an LEP program, should conduct an individualized assessment balancing four factors, 
including:  (i) the number or proportion of LEP persons eligible to be served or likely to be encountered 
by the Recipient; (ii) the frequency with which LEP individuals come into contact with the Recipient’s 
program; (iii) the nature and importance of the program, activity or service provided by the Recipient to 
its beneficiaries; and (iv) the resources available to the Recipient and the costs of interpreting and 
translation services.   
 

Based on the Recipient’s analysis, the Recipient should then design an LEP plan based on five 
recommended steps, including:  (i) identifying LEP individuals who may need assistance; (ii) 
identifying language assistance measures; (iii) training staff; (iv) providing notice to LEP persons; and 
(v) monitoring and updating the LEP plan. 
 

A Recipient’s LEP plan likely will include translating vital documents and providing either on-site 
interpreters or telephone interpreter services, or using shared interpreting services with other 
Recipients.  Recipients may take other reasonable steps depending 
on the emergent or non-emergent needs of the LEP individual, such as hiring bilingual  
staff who are competent in the skills required for medical translation, hiring staff interpreters, or 
contracting with outside public or private agencies that provide interpreter services.  HHS’s guidance 
provides detailed examples of the mix of services that a Recipient should consider and implement.  
HHS’s guidance also establishes a “safe harbor” that Recipients may elect to follow when determining 
whether vital documents must be translated into other languages.  Compliance with the safe harbor 
will be strong evidence that the Recipient has satisfied its written translation obligations. 
 
In addition to reviewing HHS guidance documents, Recipients may contact HHS’s Office for Civil 
Rights for technical assistance in establishing a reasonable LEP plan. 
 
 



III. California Law – Dymally-Alatorre Bilingual Services Act. 
 
The California legislature enacted the California’s Dymally-Alatorre Bilingual Services Act (Govt. Code 
7290 et seq.) in order to ensure that California residents would appropriately receive services from 
public agencies regardless of the person’s English language skills.   California Government Code 
section 7291 recites this legislative intent as follows: 
 

“The Legislature hereby finds and declares that the effective 
maintenance and development of a free and democratic society depends 
on the right and ability of its citizens and residents to communicate 
with their government and the right and ability of the government to 
communicate with them. 
 
The Legislature further finds and declares that substantial 
numbers of persons who live, work and pay taxes in this state are 
unable, either because they do not speak or write English at all, or 
because their primary language is other than English, effectively to 
communicate with their government.  The Legislature further finds and 
declares that state and local agency employees frequently are unable 
to communicate with persons requiring their services because of this 
language barrier.  As a consequence, substantial numbers of persons 
presently are being denied rights and benefits to which they would 
otherwise be entitled. 
 
It is the intention of the Legislature in enacting this chapter to 
provide for effective communication between all levels of government 
in this state and the people of this state who are precluded from 
utilizing public services because of language barriers.” 

 
 
The Act generally requires state and local public agencies to provide interpreter and written document 
translation services in a manner that will ensure that LEP individuals have access to important 
government services. Agencies may employ bilingual staff, and translate documents into additional 
languages representing the clientele served by the agency.  Public agencies also must conduct a 
needs assessment survey every two years documenting the items listed in Government Code section 
7299.4, and develop an implementation plan every year that documents compliance with the Act.  You 
may access a copy of this law at the following url: http://www.spb.ca.gov/bilingual/dymallyact.htm  
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Course Program 
 

SATURDAY, FEBRUARY 16, 2013 
 

6:30 am   Registration and Continental Breakfast 
 

7:00    Steroid Delivery for Sinusitis   Dr. Andrew H. Murr 
 

7:30    Thyroplasty      Dr. Joseph C. Sniezek 
 

8:00    Revision Rhinoplasty    Dr. Wayne F. Larrabee Jr. 
       

8:30    Particle Repositioning for Benign Paroxysmal  
Positional Vertigo (BPPV)    Dr. Philip D. Littlefield 

 

9:00    The Affordable Care Act –  
A Practical Translation                Dr. Benjamin B. Cable 

 

9:30    Coffee Break 
 

10:00    Non-neoplastic Parotid Disorders   Dr. David W. Eisele  
               

10:30    Common Dermatologic Conditions of the  
Head and Neck     Dr. Jennifer M. Bager 

 

11:00    Mohs Facial Reconstruction   Dr. P. Daniel Knott   
 

11:30               Update on Pediatric Hearing Loss and Implants Dr. Anna K. Meyer 
 

12:00    Parathyroid Disorders and Treatment  Dr. Christopher Klem    
  

12:30pm   Adjourn 
 

5:00pm   Case Discussions with Refreshments    
 

6:00pm   Adjourn 
 

SUNDAY, FEBRUARY 17, 2013 
 

6:30 am   Continental Breakfast 
 

7:00    Oral Cavity Squamous Cell Carcinoma –  
Limiting the Morbidity    Dr. William R. Ryan 

 

7:30    Pediatric Sialendoscopy: Is There a Role? Dr. Kristina W. Rosbe 
 

8:00    The Sinus Microbiome and its Role in Chronic  
Rhinosinusitis     Dr. Steven D. Pletcher 

 

8:30    Midface/Orbital Reconstruction   Dr. P. Daniel Knott 
 

9:00    Avoiding Errors in the Diagnosis and  
Management of Head and Neck Tumors  Dr. Kerry D. Olsen 

 

9:30    Coffee Break 
 

10:00    LESLIE BERNSTEIN LECTURE –    
The Evolution of Facial Attractiveness,  
a History of the Near Future   Dr. Jeffrey H. Spiegel 

 

11:00    Stapes Surgery for the Generalist   Dr. Myles L. Pensak 
 

11:30    Topics in Preoperative Evaluation: 2013  
(Anticoagulation, Antibiotics, Pain)  Dr. Andrew Auerbach 

 

12:00    Syndromic Kids: What Not to Miss   Dr. Kristina W. Rosbe 
 

12:30 pm   Adjourn 
 

5:00     Case Discussions with Refreshments 
 

6:00     Adjourn



MONDAY, FEBRUARY 18, 2013 
 

 

12:30    Pediatric Sinusistis     Dr. Benjamin B. Cable 
 

1:00    Surgical Approaches to Benign  
Lesions of the Sinuses    Dr. Ivan El-Sayed 

 

1:30    HPV and Head and Neck Cancer:  
What You and Your Patients Need to Know Dr. Steven J. Wang 

 

2:00    Neck Carcinoma with the Unknown Primary Dr. David W. Eisele  
 

2:30    Coffee Break  
 

3:00    Variations of Parotidectomy –  
Indications and Technique    Dr. Kerry D. Olsen 

 

3:30    New Approaches to Managing Airway  
Disease in Children     Dr. Anna K. Meyer 

 

4:00    Nasal Profile Modification    Dr. Scott B. Roofe 
 

4:30    Transoral Robotic Surgery:  
Game-changer or Passing Fad?   Dr. Steven J. Wang 

 

5:00    Adding Botox/Fillers to Your  
Otolaryngology Practice    Dr. Jeffrey H. Spiegel 

 

5:45    Pediatric Panel Discussion    Dr. Anna K. Meyer and 
Dr. Kristina W. Rosbe 

6:45   Adjourn 
 

7:00 pm   Reception 
 
TUESDAY, FEBRUARY 19, 2013 
 

6:30 am   Continental Breakfast 
 

7:00    Tumors of the Parapharyngeal Space  Dr. Ivan El-Sayed 
 

7:30    Head and Neck Melanoma    Dr. Christopher Klem 
 

8:00    Frontal Sinus Surgery:  
Open vs. Endoscopic vs. Balloon   Dr. Steven Pletcher 

 

8:30    Surgical Management of the Nasal Valve  Dr. Scott B. Roofe 
 

9:00    Diagnosis and Management of Bilateral  
Vocal Fold Immobility    Dr. Katherine C. Yung 

 

9:30    Coffee Break 
 

10:00    von Troltsch, Bondy, and Me…  
the Wet, Weeping Cavity Story   Dr. Myles L. Pensak 

  

10:30   Undoing the Signs of Youth   Dr. Jeffrey H. Spiegel 
 

11:00    Laryngeal Manifestations of Neurological  
Disorders      Dr. Katherine C. Yung 

 

11:30    Nasoethmoid Complex Fractures   Dr. Andrew H. Murr 
 

12:00    PET Scans      Dr. Joseph C. Sniezek 
 

12:00    Adjourn / Evaluations / CME Certificates 



Steroid Delivery for Sinusitis 
Andrew H. Murr, MD, FACS 

 

STEROID DELIVERY FOR SINUSITIS 

1.  Steroids have been shown to improve chronic rhinosinusitis with nasal polyps 
and allergic rhinitis.  The FDA recognizes the efficacy of several different types of 
topical steroids for this purpose.  Oral steroids have been shown to be effective 
as well, albeit temporarily.  Injectable steroids are anecdotally effective in several 
case series reports. 

2. Delivery of steroids in a topical fashion has advantages because of the various 
side effects associated with systemic steroid delivery.  Several “home grown” 
methods of topical steroid delivery exist such as mixing gel or foam products with 
kenalog.  None are FDA approved and most have been studied in a fairly cursory 
way. 

3. Level 1A evidence has been reported for a new product which is a bioabsorbable 
steroid eluting stent manufactured from poly L lactide, co-glycolide (PGLA) which 
is similar to the material found in Vicryl suture.  This material is coated with 
mometasone and lasts for about 30 days in the nasal cavity.  The design of the 
product is such that it also has a stenting function.  This product is FDA approved 
as of August, 2011.  We will examine the clinical studies that lead to the approval 
of this product for use in the United States and discuss some future concepts of 
how products like this can be used. 



Injection thyroplasty 
 

Joseph C. Sniezek, MD FACS 
 
Introduction 
Injection of the vocal cords (injection thyroplasty) is an effective treatment for 
glottic insufficiency due to multiple conditions.  Various materials have been 
injected into the larynx, each with unique advantages and disadvantages.  There 
are multiple ways in which the material can be injected, with the optimal 
technique depending on the patient’s condition as well as the skill and 
experience of the physician. 
 
When to inject the larynx  
-vocal fold paresis 
-vocal fold scar 
-vocal fold atrophy 
-trial injection 
 
What to inject into the larynx 
-gelfoam (only lasts 6 weeks and requires intensive prep.  Need 18g needle) 
-Cymetra (cadaveric dermis- lots of mixing required) 
-fat (labor intensive, variable results) 
-Radiesse (comes premixed with injection needle. Easy to use, possible long 
term results) 
 
How to inject the larynx 
-office injections (trans-cartilage, trans-thyrohyoid membrane, trans-cricothyroid 
membrane) are convenient but require skilled topical anesthesia and significant 
user experience 
-OR injections can be done under general anesthesia with an endotracheal tube 
or under spontaneous ventilation 
-spontaneous ventilation offers more precise localization and degree of 
medialization 
 
 
Suggested readings 
Sulica L, Rosen CA, Postma GN, et al. Current practice in injection augmentation 
of the vocal folds: indications, treatment principles, techniques, and 
complications. Laryngoscope 2010. 120:319-325. 
 
Young VV, Smith LJ, Sulica L, et al. Patient tolerance of awake, in-office 
laryngeal procedures: a multi-institutional perspective. Laryngoscope 
2012.122:315-321. 
 
Rosen CA, Gartner-Sch;midt J, Casiano R, et al. Vocal fold augmentation with 
calcium hydroxylapatite: twelve-month report. Laryngoscope 2009. 119:1033-
1041. 



Revision Rhinoplasty 

Wayne F. Larrabee Jr., MD 

 

In this presentation we will discuss some techniques we have found especially useful in 
secondary rhinoplasty. The basic dilemma in secondary procedures is whether to 
camouflage or restructure the nose- or sometimes both in various ways. Some of the 
techniques to be discussed are: 

1 Unilateral spreader grafts are especially useful in the deviated mid-third of the nose. 
They are usually placed on the concave side and both open the valve and straighten the 
dorsal septum.  Thus they have both functional and aesthetic value. 

2. Non anatomic alar graft. We learned from nasal reconstruction for tissue loss to place 
alar grafts to the margin and not in the anatomic position of the lateral crura. This same 
concept works well in secondary rhinoplasty.  We will present a number of cases with 
different placements based on specific anatomy. 

3. Alar composite grafts are used to treat relatively small degrees of alar retraction. The 
auricular composite is placed through a marginal incision to both lower and support the 
alar rim. 

4. The extended columellar tip graft is useful to increase tip projection and define the tip. 
Either auricular or septal cartilage can be used. The procedure is best performed 
through an endonasal approach but can be done through an open rhinoplasty also. 

5. The tongue in groove technique is versatile and can help support and define the 
ptotic tip.  

6. The extended spreader graft can extend the nasal length in addition to supporting the 
middle vault and straightening the septum. 

7. Various osteotomies will be described – and specifically those helpful in straightening 
the crooked nose. The sequential osteotomy is helpful for quite deviated noses.  The 
inside- outside osteotomy can help widen an overly reduced nose. Intermediate 
osteotomies are useful with nasal bones of unequal length. Perforating osteotomies can 
be used when there are minor adjustments to be made in nasal bone position.  



CANCER SURVEILLANCE - ADVANTAGES AND DRAWBACKS   
 

William R. Ryan, MD 
 
Purpose of Surveillance 
Detect persistence or recurrence early enough for intervention to matter.  
- Local-regional control 
- Disease specific survival 
- Palliation 
 
Armamentariam 
Clinic Appointments (Symptom assessment) 
Head and Neck Exam 
Flexible Fiberoptic Nasopharyngolaryngoscopy 
Ultrasound 
CT  
MRI 
PET/CT 
CXR 
Chest CT 
TSH (Hypothyroidism) 
 
Treatment Response (within 6 months of treatment) 
Timing/Accuracy 
CT/MRI 
PET/CT 
MRI 
Literature Review 
 
Long-term Surveillance (over 6 months from treatment) 
Indications? 
Benefits?  
Costs 
Timing 
Accuracy (False Positives) 
Endpoint 
Literature Review 
 
National Comprehensive Cancer Network Guidelines 
Review 
 
Personal Thoughts 
Symptomatology and Physical Exam 
Ultrasound 
Chest Imaging 



Particle Repositioning Maneuvers 
 

Philip D. Littlefield, MD 
 
Introduction 
The intent of this lecture is to refine the evaluation and treatment of benign 
paroxysmal positional vertigo (BPPV). 
 
This lecture will cover the following topics: 

1.  Relevant anatomy and physiology of the vestibular labyrinth 
2. Diagnosis and positional maneuvers for posterior canal BPPV 
3. Diagnosis and positional maneuvers for lateral canal BPPV 
4. Diagnosis and positional maneuvers for anterior canal BPPV 
5. Strategies for multi-canal BPPV 
6. Dealing with persistent or recurrent BPPV 
7. Coding and billing 

 
It will be supplemented by drawings, video, and live demonstrations. 



Affordable Care Act (ACA) – A Practical Translation 

Benjamin Cable MD    

At the completion of this presentation, the participants will be able to: 

1. Briefly outline the history of health care reform in the United States. 
2. Define the uninsured population in the United States. 
3. Understand the Affordable Care Act in light of issues relating to access to 

care, cost of care, and quality of care. 
4. Describe the challenges to current predictions regarding the ACA and its 

likely outcomes. 
5. Understand the key aspects of the ACA that merit close monitoring over the 

next five years. 

 



Diffuse Salivary Gland Enlargement 
 

David W. Eisele, M. D., F.A.C.S. 
 

I.  Introduction  - Diffuse salivary gland enlargement can result from a wide variety of 
clinical disorders, both primary glandular and systemic.  Clinical evaluation and 
selective use of diagnostic studies are important to make the proper diagnosis. A 
multidisciplinary team approach is often beneficial in this regard. Management is guided 
by the diagnosis and patient complaints.  
 
II.  Evaluation 
     A.  History 
     B.  Physical Examination 
     C.  Imaging Studies 
           1.  Sialography 
           2.  Ultrasound; CT Scan; MRI 
     D.  Laboratory studies – order selectively; useful for the diagnosis of systemic 
disorders 
     E.  Fine Needle Aspiration Biopsy  
     F.  Diagnostic Salivary Gland Biopsy 
     G. Sialendoscopy 
 
III.  Clinical Disorder Classification  
     A.  Inflammatory Enlargement 
           1.  Acute sialadenitis  
                a. Viral (Mumps) 
                b. Bacterial 
                c. Radiation 
           2.  Chronic sialadenitis 
                a.  Obstructive 
                b.  Granulomatous  eg. Sarcoid, Wegener’s 
                c.  Autoimmune eg. Sjogren’s Syndrome 
                d.  HIV-associated cystic sialadenitis 
     B.  Noninflammatory Enlargement 
           1.  Acute 
                a.  Neoplasm 
                b.  Miscellaneous: Trauma, Pneumoparotitis 
           2.  Chronic 
            a. Obesity 
                b.  Sialadenosis 
                     i.  Endocrine 
                     ii.  Nutritional 
                     iii. Medication 
                     iv  Idiopathic 
                c.  Amyloidosis  
 



Common Dermatalogic Conditions of the Head and Neck 

Jennifer M. Bager, MD 

 

Introduction 

The purpose of this lecture is to review dermatologic complaints commonly seen in 
otolaryngology practices. Common primary disorders of the skin and mucosa will be 
presented as well as otolaryngic manifestations of systemic disorders. By the end of the 
presentation, the participant should be able to identify and treat these conditions, and 
be able to refer appropriately.  



Reconstruction of the Mohs Micrographic Defects of the Face 
 

P. Daniel Knott, MD 
 
Introduction 
Reconstruction of Mohs micrographic surgical defects is an expanding field as 
the numbers of cutaneous cancers related to sun exposure continue to increase.  
As everyone wishes to put their best face forward, reconstructive results are 
particularly important for return to normalcy and societal acceptance.  This 
lecture will review the demographics and results of Mohs surgery and the review 
the surgical techniques important in restoring normal form and function.  
Innovations in treatment, modifications in technique and simple solutions will be 
discussed.  
 
 

1. Incidence/prevelance/demographics of facial cutaneous cancer 
 

2. Treatment options 
a. Radiation therapy 
b. Chemotherapy 

i. Hedgehog inhibitors 
 

3. Objectives of reconstruction 
a. Color match 
b. Maintain function 
c. Scar camoflauge 

 
4. Focussed anatomy—Subunit Concept 

a. Nasal tip/dorsum 
i. Small 
ii. Medium 
iii. Large 
iv. Full thickness 

b. Cheek/temple 
i. Small 
ii. Medium 
iii. Large 

c. Lips 
i. Upper 
ii. Lower 
iii. Commissure 

d. Ears 
i. Helix 
ii. Conchae 
iii. Subtotal 

e. Scalp 



Update on Pediatric Hearing Loss and Implants 
 

Dr. Anna K. Meyer 
 
Introduction 
 
The landscape for the evaluation and treatment of pediatric hearing loss is 
constantly changing. Advances in genetic testing have helped streamline the 
diagnostic process and can eliminate exposure to radiation and anesthesia for 
children. The criteria for cochlear implantation evolves continually and includes a 
much larger number of children than those with congenital severe to profound 
bilateral sensorineural hearing loss. The aim of this talk is the aid providers in 
determining the highest yield diagnostic tests that can be performed and to 
improve identification of children who can benefit from cochlear implants. 
 
Hearing Loss 
 

• Common etiologies:  
o non-syndromic genetic hearing loss: Connexin 26 and 30 
o temporal bone anomalies 
o CMV 
 

• Diagnostic evaluation 
o Careful history and physical 
o Diagnostic audiologic evaluation 
o Genetic evaluation and testing 
o CT 
o MRI 
o Ophthalmology evaluation 
o All other studies are low-yield and tailored to patient presentation 

 
Cochlear Implants 

 
• Criteria 

o Level of hearing loss 
o Aidable hearing 
o Unilateral hearing loss 
 

• Cochlear implantation surgery 
o Timing 
o Bilateral versus unilateral 
o Hearing preservation 
 

• Hearing modalities 
o Electro-acoustic hearing 
o Bimodal hearing 



Parathyroid Disorders and Treatment 
 

Christopher Klem, MD, FACS 
 
 
Parathyroid disease is frequently treated by Otolaryngology – Head and Neck 
Surgeons.  Surgical treatment of symptomatic primary hyperparathyroidism 
remains the standard of care, however, indications for treatment of asymptomatic 
disease have been recommended by NIH Consensus Guidelines.  Preoperative 
localization techniques will be discussed.  The benefits and risks of both 
minimally invasive unilateral parathyroidectomy and four-gland exploration will be 
discussed with emphasis on recent research. 
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ORAL CAVITY RESECTION - LIMITING THE MORBIDITY 
 

William R. Ryan, MD 
 
National Comprehensive Cancer Network Guidelines 
Review. 
Highlight predominate role of primary surgery for oral cavity 
 
Extent of Margins 
Margins free of carcinoma beyond the resected tumor are associated with 
decreased recurrence and increased survival. 
- What is the evidence for the optimal extent of the margin?  
- 0.5 vs 1.0 vs 1.5 cm?  
- Instrumentation in obtaining an optimal margin may be important. 
 
Oral Cavity Defect Reconstruction 
Oral cavity function is important for quality of life in:  
Articulation, speech resonance, chewing, salivation, lubrication, drool prevention, 
taste, swallowing, aspiration prevention, nasal regurgitation prevention, facial 
sensation, facial contour, and intimacy 
 
Reconstruction Options/Indications:  
Secondary Intension 
Primary Intension 
Split Thickness Skin Graft 
Palatal Prosthesis 
Biological implants 
Pedicled Regional Flap 
Microvascular Free Flap  
 
Management of the Salivary System 
(Sialodochotomy/sialodochoplasty/stent placement) 
Submandibular Duct 
Parotid Duct 
Sublingual gland 
 
Neck Management 
N0 : Elective Neck Dissection:  
Tumor thickness, extent of tumor, and histopathologic features dictate the benefit 
of performing an elective neck dissection.  
Extent of elective neck dissection:  levels 1-3 (possibly 4).  
Elective neck dissections, when indicated appear to decrease regional 
recurrence and increase survival compared to observation.  
N+ : Therapeutic Neck Dissection 
Extent of therapeutic neck dissection: levels 1-4. 
Evidence of benefit of level 5 is slim.  



Pediatric Sialendoscopy 
Kristina Rosbe, MD, FAAP, FACS 
 
Objectives 

1. Review most common pediatric salivary gland disorders 
2. Understand the role of imaging in pediatric salivary gland disorders 
3. Understand appropriate indications for pediatric sialendoscopy 
4. Understand expected outcomes of pediatric sialendoscopy 

 
Salivary Obstruction 
 Symptoms 
 Traditional management 
 
JRS 
 Symptoms 
 Work-up 
 Traditional management 
 
Role of Imaging 
 
Sialendoscopy 
 Equipment 
 Technique 
 Outcomes 
 Complications 
 
References 
 
1. Katz P. [New method of examination of the salivary glands: the fiberscope]. Inf Dent 1990;72(10):785-6. 
2. Nahlieli O, Shacham R, Shlesinger M, Eliav E. Juvenile recurrent parotitis: a new method of diagnosis and 
treatment. Pediatrics 2004;114(1):9-12. 
3. Jabbour N, Tibesar R, Lander T, Sidman J. Sialendoscopy in children. Int J Pediatr Otorhinolaryngol;74(4):347-50. 
4. Katz P, Hartl DM, Guerre A. Treatment of juvenile recurrent parotitis. Otolaryngol Clin North Am 2009;42(6):1087-
91, Table of Contents. 
5. Martins-Carvalho C, Plouin-Gaudon I, Quenin S, et al. Pediatric sialendoscopy: a 5-year experience at a single 
institution. Arch Otolaryngol Head Neck Surg;136(1):33-6. 
6. McGuirt WF, Jr., Whang C, Moreland W. The role of parotid biopsy in the diagnosis of pediatric Sjogren syndrome. 
Arch Otolaryngol Head Neck Surg 2002;128(11):1279-81. 
7. Civilibal M, Canpolat N, Yurt A, et al. A child with primary Sjogren syndrome and a review of the literature. Clin 
Pediatr (Phila) 2007;46(8):738-42. 
8. Shacham R, Droma EB, London D, Bar T, Nahlieli O. Long-term experience with endoscopic diagnosis and 
treatment of juvenile recurrent parotitis. J Oral Maxillofac Surg 2009;67(1):162-7. 
9. Kulkarni K. Unusual presentation of Sjogren syndrome. South Med J 2005;98(12):1210-1. 
10. Tagnon BB, Theate I, Weynand B, Hamoir M, Coche EE. Long-standing mucosa-associated lymphoid tissue 
lymphoma of the parotid gland: CT and MR imaging findings. AJR Am J Roentgenol 2002;178(6):1563-5. 
11. Zanetti U, Derada Troletti G, Burlini D, Rossi D. Tumoral calcinosis: a case report. Int J Oral Maxillofac Surg 
1994;23(5):271-2. 
12. Faure F, Querin S, Dulguerov P, Froehlich P, Disant F, Marchal F. Pediatric salivary gland obstructive swelling: 
sialendoscopic approach. Laryngoscope 2007;117(8):1364-7. 
13. Konstantinidis I, Chatziavramidis A, Tsakiropoulou E et al. Pediatric sialendoscopy under local anesthesia: 
lilitations and potentials. International Journal of Pediatric Otorhinolaryngology 2011;75:245-249. 
14. Gary C, Kluka EA, Schaitkin B, et al. Interventional sialendoscopy for treatment of juvenile recurrent parotitis. J 
Indian Assoc Pediatr Surg 2011;16(4):132-136. 



The Role of Microbes in Chronic Sinusitis 
Steven D. Pletcher, MD 

Microbes in Human Health 
- Since the 1800’s, medicine has been dominated by a pathogen-centric approach to the study 
of microorganisms 

• Culture-dependent bacterial identification, Koch’s postulates  
- Antibiotics – Major advance in our ability to treat disease 

• Have we gone too far with this approach? 
• Can antibiotic overuse result in individual disease susceptibility, not just problems of 

community resistance? 
 
The Human Microbiome Project 
- The Microbiome: The totality of microbes (bacteria, fungi , viruses) and their genomes in a 
defined environment 

• Culture-independent microbial identification using 16srRNA identification 
- NIH Human Microbiome Project 2007 

• $17 million five year effort, concluded in 2012 
- In humans, the ratio of microbes to human cells is estimated to be greater that 10:1 
- Diversity of genetic information within microbiome dwarfs that of its human hosts 
- Symbiotic Co-evolution 
- Microbes live in communities; they both influence and are influenced by their environment 
- Microbial behavior is contextual 
- Microbes compete, cooperate, and influence one-another and their living and non-living host 
environments 
 
The Microbiome and Human Health 
- Early focus on GI tract and “Colonization Resistance” 

• Enteropathogens proliferate in the setting of a depleted microbiota  
• Efficacy of the fecal transplant 

- Microbial interactions with the immune system 
• Hygiene Hypothesis 
• Early antibiotic exposure, birth by C-section increase incidence of IBD, Asthma 

 
Evaluating the Sinus Microbiome 
- Are there microbes in the sinuses of healthy patients? – YES 

• No difference in total bacterial count between CRS and control patients1 
- Microbial ecology of healthy and CRS patients2 
Loss of Diversity with outgrowth of a single pathogen (Corynebacterium Tubercolstearicum) 
- Mouse model of sinusitis 

• Increased mucus production and goblet cell formation in mice with pathogen exposure 
following perturbation of microbial communities (antibiotic treatment) 

• Probiotic (Lactobacillus Sakei) Rescue 
 

Hypothesis 
- Dysbiosis of the paranasal sinus microbiome provides a setting for chronic inflammation which 
manifests as chronic sinusitis 
 
1Roediger et al American Journal of Rhinology 
2Abeu et al, Science Translational Medicine 2012 



Orbitomaxillary Reconstruction 
 

P. Daniel Knott, MD 
 
Introduction 
Facial reconstructive surgery is achieving new heights, with the expansion of 
facial transplantation, improvements in mandible reconstruction and new 
techniques in facial reanimation.  One of the most difficult areas to reconstruct is 
the midface/maxilla.  Due to distance to vessels needed for anastomosis, the 
complexity of orbital support and restoration of nasal and oral breathing and a 
platform for mastication, orbitomaxillary reconstruction remains extremely 
challenging.  This lecture will review a myriad of potential wounds or defects and 
present a staged reconstructive paradigm.  
 
 

1. Definition of midface anatomy and importance of relevant structures. 
a. Maxilla 
b. Zygoma 
c. Orbital floor 
d. Premaxilla 

 
2. Classification Schemes 

a. Brown 
 

3. Current reconstructive techniques 
a. Cordiero and General Plastic Surgical Techniques 
b. Prosthedontic reconstruction 

 
4. Options for reconstruction 

a. Soft Tissue Flaps 
i. ALT 
ii. Forearm 
iii. TPF 

b. Bone Containing Flaps 
i. Rib/Serratus/Latissimus 
ii. Fibula 

 
5. Palate defects 

a. Von Langenbeck v. Free Fascia Lata 
 

6. Inferior maxillectomy defects 
a. ALT/Latissimus 

 
7. Total maxillectomy v. extended maxillectomy defects 

 
8. Secondary Reconstruction 



Avoiding Errors in the Diagnosis and Management of Head and Neck Tumors 

Kerry D. Olsen, M.D. 

 

Reducing delays and common mistakes in diagnosing and treating head and neck tumors 

should result in better care and improved outcomes.  Early diagnosis begins with recognition of 

symptoms and findings suggestive of malignancy.  Performing a complete head and neck 

examination and knowing how and when to biopsy and rebiopsy a lesion is essential.  The 

cystic neck mass, the ‘unknown primary’, and the parotid area mass all provide unique 

diagnostic and management challenges.  Finally, knowing when and to whom a referral is 

indicated can lead to reduced errors and better patient management. 



The Evolution of Facial Attractiveness:  a History of the Near Future 
  
Jeffrey Spiegel, MD 
  
Introduction 
  
In this hour we’ll review measurements and methods of traditionally taught facial 
analysis and then we’ll look at why these approaches may be inaccurate and 
based upon faulty premise.  Contemporary research on facial attractiveness will 
be presented along with a discussion of how we can use new information to 
construct an entirely different approach for evaluating beauty. 
  
 
Specifically we’ll discuss: 

(1) The origins of traditional facial analysis – where did all of those numbers 
and angles come from? 

(2) An evolutionary biology consideration of attractiveness - why do we have 
a concept of beauty?  And, why is it so important? 

(3) The role of the media in influencing or preferences – it may not be what 
you think! 

(4) The relationship of beauty, gender, and age. 
(5) How a new approach leads to new surgical procedures. 

 
I hope this hour will be an entertaining and eye-opening experience that will 
leave you with an appreciation of the next frontiers in facial plastic surgery and a 
new understanding of just what you are looking at when you see a pretty face.   
 
 
 
 
 
 
 
 
 
 
 



 
 

Stapes Surgery for the Generalist  
 

Myles L. Pensak, MD, FACS 
 
Introduction 
 
The incidence and prevalence of clinical osteosclerosis has declined over the past quarter 
century.  The large backlog of cases, initially seen and treated in the 1960s, has long ago been 
addressed.  Paralleling the decline in available clinical material has been the rise in the number 
of subspecialty trained otologists.  In an environment of medico-legal tension, the ill prepared 
trainee and the occasional stapes surgeon are both potentially jeopardizing the health and 
safety of their patients, and court an untoward outcome, which may result in litigation.  Well 
trained generalists should be prepared to perform stapes surgery.  Lack of experience or 
infrequent exposure to disease suggests that optimal care can be achieved by referring the 
patient to an experienced otologic surgeon.   
 
Training 
 

• Yung et al. performed a retrospective review of the results from two surgical practices 
(100 stapes cases each) wherein the learning curve for surgical success was examined.  
It was self-determined that acceptable outcome measures achieved a stable success 
rate after approximately 60-80 cases.   

• Sargent recently reviewed his first 50 stapes surgeries after completion of otology 
fellowship and found closure of the air-bone gap to less than 10 dB after 40 cases done 
by stapedotomy, and closure to less than 15 dB in 90% of cases was achieved during 
his first 10 stapedotomies. 

• Backous et al asserted, in a case series of 49 resident-performed stapes surgeries, that 
failure to improve postoperative success rates was due to individual learning curves.  
These authors did not demonstrate an objective learning curve in their series.  

• In a survey among 73 US otolaryngology program directors, Carr found 60% of program 
directors agree that PGY-5 residents are competent as primary surgeons when 
performing stapedectomy. Interestingly, only 8% of program directors felt stapedectomy 
to be too complicated a case for resident surgeons. 

 
Technique 
 

• Preparation 
• Injection 1:50,000/1:100,000 
• Tympanotomy/tissue harvest 
• Examination 
• Anatomic landmarks 
• Pyramidal process 

o Facial nerve  

• Tendon/process 
• Posterior/anterior crus 
• IS joint 
• Stapedotomy 
• Tissue seal 

o Prosthesis 
o Malleus  
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Topics in Preoperative Evaluation: 2013 
 

Andrew Auerbach, MD, MPH  

Patients undergoing major head and neck surgery, particularly those with cancer, 
pose a number of surgical and medical challenges. This brief but comprehensive 
session will focus on Cardiac complications, pulmonary complications, thromboembolic 
complications, and delirium.  The session will define the scope of each problem, define 
risk factors for the complication, suggest a preventive strategy, or, when no preventive 
therapies are available, a strategy for reducing the morbidity and mortality of the 
complication through early diagnosis and management.  

 
Cardiac complication segment will focus on use of beta-blockers and statins to 

reduce risk, and which patients should be referred for preoperative cardiac evaluation. 
 
Pulmonary complication segment will focus on evidence for preventive strategies 

such deep breathing exercises and newer modalities (such as EZ-PAP). 
 
The segment focusing on thromboembolism will define risk factors which should 

prompt more aggressive preventive strategies (i.e. enoxaparin or unfractionated heparin 
injection therapy). This will be followed by a medical bleeding risk index potentially useful 
for identifying patients at the opposite end of the spectrum and who are at risk for 
bleeding following surgery. 

 
Finally, a stepped approach to identifying and treating patients with delirium will be 

reviewed. 
 



Syndromic Kids 
Kristina Rosbe, MD, FAAP, FACS 
 
Objectives 

1. Identify syndromic features by sight 
2. Review OHNS manifestations of individual syndromes 
3. Become familiar with general work-up and therapeutic options for 

syndromic children 
 
Definitions 
 Syndrome 
 Malformation 
 Sequence 
 
Down Syndrome 
 Hearing Loss 
  Diagnosis 
  Treatment 
 Airway Concerns 
 Other Health Concerns 
 
Goldenhar Syndrome 
 Hearing Loss 
 Airway Issues 
 
Pierre Robin Sequence 
 Ear Issues 
 Airway Issues 
 Swallowing Issues 
 
VCFS 
 Hearing Concerns 
 Other Health Concerns 
 
 
  
 

 
 

 



Pediatric Sinusitis 

Benjamin Cable, MD    

At the completion of this presentation, the participants will be able to: 

1. Discuss the current American Academy of Pediatrics guidelines regarding 
pediatric sinusitis. 

2. Outline an appropriate evaluation plan for children with recurrent or chronic 
sinusitis.   

3. Describe the development of a step-wise treatment approach to pediatric 
sinusitis. 
  

 



Surgical Approaches to Benign Lesions of the Sinuses  

Ivan El-Sayed, MD, FACS 

Benign tumors of the nasal cavity and paranasal sinuses are challenging problems.  An array of 
pathologies can affect the nasal cavity requiring intervention due to nasal obstruction, epistaxis, 
mass effect, need for diagnostic tissue or cosmetic deformity.  

Benign tumors of the nasal cavity  
Include Inverted papilloma, Juvenile nasopharyngeal angifibroma and other vascular 
tumors, neurogenic tumors (NF, schwannomas), osseous tumors and growth (fibrous 
dysplasia, osteomas), and encephaloceles 

Imaging 
Imaging of choice depends on lesion. Assess for intracranial penetration, vascularity, 
sites of involvement. 

 Tell tale signs of JNA and inverted papilloma. 

Management 
Management depends on the presenting symptomatology, the need for diagnostic 
tissue, and expected disease course.  

Intervention often requires surgery. Surgical intervention for benign tumors must weigh 
cosmesis and morbidity against the disease course.  Lesions such as fibrous dysplasia 
are treated symptomatically (reduce proptosis or facial deformity, decompress  optic 
nerve) while others such as inverted papilloma are locally aggressive and require 
complete excision.  

Vascular lesions pose a particular challenge due to the potential for significant blood 
loss.  The blood supply should be identified and embolized when possible, however the 
ethmoid arteries are not amenable to embolization. Further it is not advisable to 
devascularize potential reconstructive flaps. Obtaining a wider access through an open 

approach, or extended endonasal approach can maintain vascular control.   

Surgical Technique 
A stepladder approach is used: transnasal, transeptal, , endoscopic anterior 
maxillotomy, with medial maxillectomy, sublabial, and transfacial.  Multidisciplinary care 
may be required if significant intraorbital, neurosurgical , or cosmetic issues need to be 
addressed. 

Technology can aid dissection, but surgical access is the key tumor removal. Role of 
instrumentation? CO2 laser may be helpful for certain lesions, but is time consuming.  

Post operative management 
Altered paranasal sinus physiology requires nasal hygiene. Risks of sinusitis, crusting, 
anosmia, anesthesia. Patients benefit from routine evaluations with an  otolaryngologist. 



HPV and Head and Neck Cancer: What You and Your Patients Need to 
Know 
 

Steven J Wang, MD FACS 
 
 The identification of the human papilloma virus (HPV) as a causal agent in 
some head and neck cancers represents a major development in the field of 
head and neck oncology, and we are still trying to understand and grasp its 
impact.  Evidence of HPV infection in oropharynx cancers exceeds 50% of 
current cases in most centers in North America.  There are striking differences in 
the typical demographic profile and prognosis of HPV-positive vs HPV-negative 
oropharynx cancers. 

HPV is a small, circular DNA virus; humans are only known host.  The 
virus infects the basal cells in squamous epithelium.  There are >100 different 
types, including high-risk and low-risk types.  HPV16 is the most common of the 
high-risk types.  HPV causes several human cancers including cancers of the 
cervix, vagina, penis, anal canal, and head and neck. 
 We are only beginning to understand the natural history of oral HPV 
infection.  There are likely similarities but also important differences between oral 
HPV and cervical HPV infection.  Exposure to HPV is common, but the vast 
majority of healthy individuals clear the virus without persistence in the oral 
mucosa.  Certain risks factors are associated with oral HPV infection including 
higher numbers of lifetime sexual partners, higher numbers of oral sex partners, 
current tobacco use, and HIV infection. 
 There is an unusually long latency period between initial oral HPV 
infection and cancers—typically 20 to 30 years, and probably a minimum of 15 
years.  Less than 1% of individuals with oral HPV infection develop oropharynx 
cancer; the reasons for this are unclear. 
 HPV+ HNSCC are more likely to arise from tonsil or base of tongue; 
poorly differentiated (basaloid); higher N-stage, especially cystic metastases; 
non-smokers, non-drinkers; younger age; men; white; higher SES.  Role of HPV 
in non-oropharynx cancers is likely small.  Risk factors for HPV+ HNSCC: >6 
lifetime oral sex partners; husbands of women with cervical cancer (3-fold 
increased risk); HIV positive; individuals with concurrent anogenital SCC.  There 
is some evidence that marijuana may be a co-factor that promotes development 
of HPV+ HNSCC. 
 HPV+ oropharynx cancers have better prognosis than HPV- oropharynx 
cancers and respond better to treatment.  However, whether de-intensification of 
treatment for HPV+ HNSCC is warranted is unclear.  Several trials studying 
treatment stratified by HPV status are underway or planned. 
 There are two HPV vaccines approved by the FDA for prevention of 
cervical cancer.  Whether these HPV vaccines can directly or indirectly prevent 
oropharynx cancer is a complex and scientifically interesting question. 
 



Squamous Cell Carcinoma of the Neck of Unknown Primary 
 

David W. Eisele, MD, FACS 
 
Unknown Primary Definition - Malignant neoplasm metastatic to cervical lymph 
nodes without an identifiable primary tumor following a comprehensive evaluation 
 
Lymph Node Histopathology - 

•Histopathologic features may indicate primary (eg. lymphoepithelial - 
nasopharynx) 

•HPV-16 in situ hybridization and P16 immunohistochemistry reliably establish 
oropharyngeal origin of primary cancer (Begum et al; Clin Cancer Res, 2003) 
 
Evaluation - 

•Detection of primary related to thoroughness of search 

•Complete head and neck examination 

•Fiberoptic nasopharyngoscopy 

•Palpate oropharynx for masses, induration 

•Location of neck node(s) provides information regarding location of primary 

•Neck levels II, III suggest oropharyngeal primary 
 
Fine Needle Aspiration Biopsy - 

•Accurate for diagnosis 
If cystic, send fluid for cell block; ultrasound guidance may help sample   solid 
component 

 
CT Scan / MRI - 

•May identify primary tumor  

•Useful for node assessment 

•Cystic node - branchial cleft cyst confusion most related to tonsil primary   
    
PET /CT Scan 

•Primary detection rates 25-35%  

•May direct more attention to a specific area  

•May provide better staging: extent of regional disease,    
 detection of distant metastases    

•May identify second primary tumor   
 
Examination under Anesthesia and Direct Laryngoscopy - 

•Palpate for mass, induration 



•Visual inspection for lesions: bleeding, friable, ulcerated, erythematous 

•Magnification, videoendoscopy helpful 

•Directed biopsies NP and hypopharynx - low yield if no visible lesion 
 
Tonsillectomy - 

• Tonsil has extensive epithelial surface with crypts 

• Ask for thin section histopathology 
              
Primary Identification - 

•Greater than 80% identified with systematic evaluation 

•Most common sites:        
 Tonsil          
 Base of tongue  
         
If Primary Identified: 

•Management as appropriate for site and extent of disease 

•Better definition of primary tumor target volume 

•Reduced radiation field  (eg. reduced dose to larynx) 

•May allow option of surgical resection 

•Assists post-treatment surveillance 
 
Unknown Primary Management - 

•Neck node excisional biopsy is not sufficient treatment 

•Timely treatment is important  - particularly if neck surgically violated 

•Individualize 

•Weigh treatment side effects against benefits 

•XRT if multiple nodes, extracapsular spread 

•Usually XRT to bilateral necks and pharyngeal axis     
     
 



Variations in Parotidectomy – Indications and Techniques 

Kerry D. Olsen, M.D. 

 

This talk will review the indications and surgical techniques for a partial parotidectomy, a 

superficial parotidectomy, a deep lobe parotidectomy, a total parotidectomy, and an extended 

parotidectomy.  Oncologic principles will be reviewed pertinent to the management of 

intraparotid and regional lymphatic disease.  The goal of complete removal with minimal 

capsular dissection and facial nerve preservation will be emphasized.  Individualization of 

technique will allow for a safe and complete removal that minimizes risks and optimizes 

function, oncologic results, and cosmesis. 



New Approaches to Managing Airway Disease in Children 
 

Anna K. Meyer, MD 
 
Introduction 
 
Management of pediatric airway disease can be both straightforward and highly 
complex. Innovations in minimally invasive approaches have led to reduced 
morbidity for these patients. This talk will cover various disease processes with a 
focus on recent developments in treatment and technique. 

 
• Laryngotracheal stenosis 

o NICU management 
o Balloon dilation 
o Endoscopic posterior graft 
 

• Obstructive sleep apnea 
o Sleep endoscopy 
o Lingual tonsillectomy 
o Supraglottoplasty 
o Mandibular distraction 
o Suture tongue or hyoid suspension 

 
• Airway hemangioma:  

o Beta-blockers 
o Submucosal resection 

 
• Vocal cord paralysis 

o Suture for bilateral vocal cord paralysis 
o Vocal fold augmentation 

 
• Laryngomalacia:  

o Evaluation 
o Treatment 
o Criteria for surgery 

 
• Congenital life-threatening airway obstruction* 

o CHAOS: congenital high airway obstruction syndrome 
o Head and neck masses 
o EXIT procedure 

 
 
 

* time-permitting 



PROFILE MODIFICATION 

Scott B. Roofe, MD, LTC, MC, USA 

Profile modification is an exceedingly common component of rhinoplasty and can be a 
challenging undertaking, particularly in the revision case.  Correction can include 
resection or augmentation of the bony and/or cartilaginous dorsum.  This presentation 
will review the anatomy and function of the nasal dorsum and its relationship to the 
middle nasal vault and nasal valve.  A review of a variety of preventive and corrective 
surgical techniques to correct common profile deformities will be presented. In addition, 
augmentation materials including implantable and autogenous materials such as 
calvarial bone, costal cartilage, and auricular cartilage are discussed. 



Transoral robotic surgery: game-changer or passing fad? 
 

Steven J Wang, MD FACS 
 

The role of surgery for head and neck cancer has been a history of pendulum 
shifts.  In the 1990s, “organ preservation” strategies utilizing chemotherapy and 
radiation therapy were shown to achieve similar oncologic outcomes as primary surgery 
plus radiation therapy.  The early 21st century saw a lesser role of surgery for larynx and 
oropharynx cancers due to increased use of concurrent chemoradiation therapy.  Very 
high locoregional control rates are now expected for advanced stage oropharynx cancer 
with concurrent chemoradiation treatment, and some patients may actually be getting 
over-treated.  However, significant long-term toxicities are associated with 
chemoradiation treatment—dysphagia, strictures, G-tube dependence, debilitating 
xerostomia, and osteoradionecrosis.  The challenge for surgery, if it is to have a 
continued role in the treatment of oropharynx cancers, is to provide equal or better local 
control rates as chemoradiation with less toxicity and superior functional outcomes. 

To improve conventional, open approaches, surgery for pharyngeal tumors 
should achieve more accurate, precise margins; utilize a transoral approach to minimize 
disruption of extrinsic pharyngeal muscles; and, allow rapid recovery and shorter 
hospitalization. With these goals in mind, Trans-Oral Robotic Surgery (TORS) was 
developed at the University of Pennsylvania, and FDA approval of TORS for the 
management of benign and malignant diseases of the head and neck was granted in 
December 2009.  Currently, the da Vinci Robot is the only surgical robot available.   

For TORS with the da Vinci system, the surgeon sits at a console located at a 
distance from the patient while the robotic cart is at the patient bedside. There is no 
programmable capability of the robot; rather, the surgeon controls the movements of the 
robotic instruments.  Typically, two laterally placed instrument arms and a central high-
definition 0 or 30 degree 3-D video camera are placed transorally.  A variety of mouth 
retractors can be used for exposure of the pharynx.  Tumors are removed en-bloc and 
most defects heal by secondary intention without flap coverage.  Benefits of robotic 
surgery include improved 3D visualization, the ability to see around corners, 
instrumentation with up to 540 degrees of freedom, and motion scaling to increase 
precision and eliminate surgeon tremor and fatigue. Disadvantages include lack of 
haptic or tactile feedback and suboptimal robotic instrumentation that were not designed 
for H&N surgery.  Common applications of TORS include T1 or T2 tonsil and base of 
tongue tumors.  TORS can also be used for supraglottic tumors. 

Like any new surgical technology, TORS should be carefully assessed to 
determine its utility and proper application.  The early experience with TORS indicates 
promise.  However, adoption of this technology should be driven by data and evidence, 
rather than marketing.  Randomized clinical trials remain the gold standard for 
evidence-based medicine.  Surgical randomized trials are rare.  Several national trials 
studying TORS are currently under development and will hopefully open for accrual in 
the near future. 



Adding Botox™ and Fillers to your Otolaryngology Practice 
 
Jeffrey Spiegel, MD 
 
 
Introduction 
 
Botulinum toxin preparations and injectable filler materials have become the bedrock 
procedures for many aesthetic practices, in many cases becoming more significant than 
surgical procedures with regard to both patient volume and financial impact.  The 
reasons for this are evident:  the products deliver on their promises, have a very high 
safety profile, and can often obviate the need for more invasive surgery.  If you’ve been 
entertaining adding these services to your practice, or it’s been a while since you’ve 
checked into the state of the art, then this session will be all you need to confidently 
provide excellent results for your patients. 
 
Included in this presentation will be: 

(1) A brief review of product pharmacology and relevant physiology 
(2) An overview of the currently available preparations, and a review of best 

applications for each. 
(3) Simple approaches to common patient complaints 
(4) A discussion of administrative and practice changes that will make your foray into 

minimally invasive facial injectables smoother and more successful. 
 
 

 



Tumors of the Parapharyngeal Space 

Ivan El-Sayed, MD, FACS 

Tumors of the parapharyngeal space (PPS) account for 0.5% of all head and tumors.  
The majority (80%) of lesions are benign, yet surgical removal is still often the best 
solution. Most tumors are asymptomatic and become 2.5 to 3cm before being detected. 
The morbidity of surgery should be weighed against the natural history and potential 
morbidity of treatment. 
 

Anatomy of the PPS 
 Anatomic relationships – an inverted pyramid from skull base of temporal 

bone to hyoid. 
 Traditional division of the Pre and Postyloid space and contained 

structures. 
 
Diagnosis of Lesions of the PPS 

 Primary tumors, metastatic tumors, or extension from adjacent regions.  
Displacement of the parotid fat or of the great vessels can predict the 
tumor origin. 

 Utility of Magnetic resonance imaging and fine needle aspiration.  
 Transoral biopsies risk uncontrolled bleeding and tumor seeding. 

Management of lesions 
 80% are benign, but surgical resection is often best solution. 
 Radiation can be cytostatic and appropriate in select patients. 
 Several surgical approaches proposed: transcervical, transparotid, 

transoral-transcervical, transervical-mandibulotomy.  Single and double-
osteotomy approaches have been described. More recently TORS 
approach has been described. 

 Adequate exposure is necessary to avoid nerve injury, achieve vascular 
control, or prevent tumor spillage. 

Post-operative  
Complications include cranial neuropathy, vascular injury, temporal mandibular 
joint dysfunction/trismus, and first bite syndrome. The natural history of individual 
lesions and expected morbidity of management should be considered in making 
at treatment plan. 



Head and Neck Melanoma 
 

Christopher Klem, MD, FACS 
 
 
Malignant melanoma continues to increase in incidence and the Head and Neck 
region remains the most common site of origin.  Despite increased awareness, 
as well as improvements in sentinel node biopsy, imaging, radiation, and 
systemic therapy, overall survival has not changed in the past decade.  The 
diagnosis, management, recent advances, and controversies will be discussed.   
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Surgery of the Frontal Sinus 
Steven D. Pletcher, MD 
 

Challenges of Frontal Sinus Surgery  
- Difficult Surgical Angle  
- Critical Neighboring Structures 

• Skull Base, Orbit 
- Variable Underlying Anatomy 
Approaches to the Frontal Sinus 
- Leave it alone 
- Endoscopic approaches 

• Balloon Sinus Dilation, Frontal Sinusotomy, Modified Lothrop Procedure (Frontal Drill-
out) 

- External approaches  
• Sinus Preservation Techniques (Trephination, Sewall-Boyden), Frontal Sinus 

Obliteration & Cranialization  
Endoscopic Frontal Sinusotomy 
- Most common procedure for the frontal sinus 
- Keys to successful frontal sinusotomy  

• Clear understanding of the underlying anatomy for each individual case - Study Imaging 
in 3 Planes 

• Identify Relationship of Frontal Drainage Pathway to Agger Nasi Cells, Uncinate, and 
Bulla - Saggital images often most helpful 

• Minimize trauma to the frontal recess mucosa 
- Limitations 

• Access to Lateral Regions of the Frontal Sinus, Constrained by the Patient’s Anatomy, 
Risk for Postoperative Scarring/Stenosis 

Balloon Sinus Dilation 
• Technically easier with less mucosal damage 
• Long-term results? Cost? 

Endoscopic Modified Lothrop Procedure 
- Involves removal of the floor of the frontal sinuses, the intersinus septum, and the superior 
nasal septum 
- Increased lateral access (trans-septal access) 
- Creation of larger sinusotomy at the expense of increased mucosal trauma 
- Key Considerations 

• AP diameter of the frontal recess (axial CT), Ability to identify one frontal recess 
- Disadvantages 

• Difficult it patients with narrow A/P dimension of the frontal recess, improved but possibly 
still limited lateral exposure, Creates significant mucosal trauma, Increased risk of CSF 
leak (approx 1%), Requires special instrumentation 

Frontal Trephination 
- Can be combined with endoscopic frontal sinusotomy; improves lateral access to the sinus 
- Removal of the floor of the frontal sinus allows access for an endoscope and working 
instrument 
- Disadvantages 

• Somewhat restricted intraoperative access, very restricted postoperative access 
• External scar, temporary diplopia in some patients 

Frontal Sinus Obliteration & Cranialization 
- Rarely indicated – Trauma, tumor 
- Consider osteoplastic flap approach while maintaining aerated sinus 



NASAL VALVE SURGERY 
 
Scott B. Roofe, MD, LTC, MC, USA 
 
Nasal obstruction is a common complaint in any Otolaryngology practice. There are a 
variety of factors which play a role in nasal obstruction which can be corrected or 
exacerbated during nasal surgery. This presentation will review the anatomy and 
analysis of the internal and external nasal valves as well as the intervalve region. A 
variety of surgical techniques for both primary and revision rhinoplasty will be presented 
to address nasal valve collapse specific to each location.  In addition, a review of 
preventive measures will be presented to avoid iatrogenic causes of nasal valve 
obstruction. 
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Diagnosis and Management of Bilateral Vocal Fold Immobility 
Katherine C. Yung, MD 
 
Bilateral Vocal Fold Immobility 
 Absence of active adduction or abduction of both vocal folds 

Differential Diagnosis 
 Bilateral vocal fold paralysis 
 Posterior glottic stenosis 
 Bilateral crico-arytenoid joint dislocation or fixation 
 Infiltrative lesion 

Clinical Presentation 
 Respiratory Symptoms: stridor, shortness of breath 
 Voice Change 
 Swallowing Symptoms: dysphagia, aspiration 

History 
 Paralysis: prior neck or chest surgery 
 Posterior Glottic Stenosis/joint fixation: neck trauma, prolonged intubation 

Physical Examination 
 General Appearance: jaw thrust, stridor, supraclavicular retractions 
 Perceptual Voice Evaluation 
 Head and Neck Exam 
 Laryngoscopy/Hypopharyngoscopy: vocal fold motion, vocal fold lesions, pooling 

of secretions, pharyngeal wall motion 
 Videostroboscopy: glottic closure, vibratory parameters 

Additional Testing 
 Laryngeal EMG 
 Imaging along course of the recurrent laryngeal nerves 
 Pulmonary Function Tests 
 Direct laryngoscopy: palpation of the crico-arytenoid joints 

Management Considerations 
 Airway, Swallow, Voice 
 Balance depends on functional needs and patient preference 

Treatment Options-Definitive 
 Tracheotomy 
 Glottis Enlarging Procedure:  
 Restoration or substitution of missing innervation 

Treatment Options-Temporary 
 Intubation 
 Tracheotomy 
 Reversible suture lateralization 

Experimental New Techniques 
 Laryngeal Pacing 
 Botulinum Toxin 



Von Troltsch, Bondy, and Me…the Wet, Weeping Cavity Story 
 

Myles L. Pensak, MD, FACS  
 
Introduction 
 
The use of modified radical mastoidectomy in treatment of chronic ear disease with or without 
cholesteatoma can, ironically, be associated with chronic aural drainage postoperatively.  A 
combination of factors contribute to the recurrence of disease and include: a small external 
auditory meatus, high facial ridge, a hidden mastoid tip, partially resected lateral attic wall, and a 
perforated tympanic membrane with chronically diseased mucosa in the middle ear.  Failure to 
adhere to meticulous bony and soft-tissue techniques is often the basis for such recurrence.   
 
Historical Perspective 
 

• In 1873, von Troltsch attempted to modify Schwartze’s simple mastoid procedure for 
chronic otorrhea after observing remnants of cholesteatoma in the attic, antrum, and 
mastoid. 

• A radical operation to exteriorize cholesteatoma was described by Zaufal in 1890 and 
embellished with a plastic meatal skin flap by Stacke one year later. 

• In 1899, Koerner observed that certain cholesteatomas in the attic did not destroy the 
ossicles or tympanic membrane and suggested leaving the structures intact.  In 1910, 
Bondy modified the radical operation in such cases to preserve the tympanic membrane 
and ossicles while exteriorizing the attic or antral cholesteatoma through the external 
meatus. 

 
Anatomic Considerations 
 

• A primary cause of recurrent disease is the failure to remove infected air cells 
completely. 

• Areas of particular concern include the epitympanum, the supralabyrinthine and 
infralabyrinthine areas and the peripheral mastoid areas, especially the tip. 

 
Revision-Mastoidectomy  
 

• The purpose of the revision mastoidectomy is to produce a smooth, round, continuous 
cavity by saucerization of the mastoid defect.  This is accomplished by removing all bony 
excrescences, especially superiorly, and attempting to create a cavity of uniform depth 
from the middle ear to the mastoid.  The major obstacle as regards the latter is the 
presence of the facial ridge, which must be lowered until only a thin layer of bone covers 
the facial nerve itself. 

• The second principle of revision mastoid surgery is to seal the middle ear cleft via 
tympanoplasty.  Isolation of the middle-ear mucosa and eustachian tube by 
tympanoplasty or obliteration will prevent troublesome recurrent drainage, and as well as 
possible, improving the patient’s auditory status.   

 
Soft-Tissue Revision – Meatoplasty  
 

• A contracted external auditory meatus is probably the most common error in radical and 
modified radical surgery.  To exteriorize disease optimally, the size of the meatus must 
match the size of the cavity medial to it.  A small meatus in the presence of a large cavity 
prevents adequate aeration of the cavity, encourages accumulation of keratinous debris 
behind the meatus, and makes debridement in the office difficult. 



 
Undoing the Signs of Youth 
 
Jeffrey Spiegel, MD 
 
Introduction 
 
Facial plastic surgeons devote considerable energies to restoring a youthful appearance 
for their patients.  Sometimes, however, youthful indiscretions and poor choices can 
result in permanent signs of rebellion that the individual wishes to forget and erase.  In 
this session we’ll review potential solutions to these seemingly poor prior decisions. 
 
Specifically we’ll review surgical approaches to the correction of gauged (stretched) 
earlobes, scarification, microdermal implants, and more.  These procedures are readily 
done in the office and will become increasingly sought after as yesterday’s “rebels” get 
older. 
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Laryngeal Manifestations of Neurological Disorders 
Katherine C. Yung, MD 
 
 
Basic Neurological Motor Pathway 
 Pyramidal Motor System: Upper Motor Neurons (UMN) & Lower motor neuron (LMN) 
 Neuromuscular junction 
 Muscle  

Symptoms suggesting Neuropathology 
 Speech symptoms: dysarthria, abnormal resonance, hypernasality 
 Voice symptoms: asthenia, breathiness, instability, strain 
 Swallowing symptoms: oral incompetence, VPI, aspiration, inability to initiate swallow  

Clinical Assessment 
 Basic head and neck exam 
 Special attention to: facial & lateral jaw movements, tongue fibrillation, tongue strength, 

coordination of tongue movement, laryngeal elevation with swallow, velar function 
 Speech and voice assessment 
 Laryngeal examination 
 Consider: FEES or MBS 

Extrapyramidal Neurologic System 
Parkinson’s Disease 
 Voice: weak with early fatigue, breathy, pitch elevated 
 Speech: hypokinetic dysarthria, “mumble” 
 Swallowing – potential problems late in disease 
Spasmodic Dysphonia 
 Voice: increased effort, unreliable in different situations (stress), whisper is normal, 

maybe able to sing. Patients are usually very aware of words and situations which make 
their voice worse 

 Swallowing : uninvolved 
Tremor 
 Voice: tremor, strain/roughness, pitch persists through entire range, often deny effort 

associated with SD, not sound specific 
 Swallowing: unaffected 

UMN Pathway Disruption 
 Spasticity: spastic dysarthria, spastic voice 
 Swallowing and other vegetative functions: well preserved until disruption is severe 

LMN Pathway Disruption 
 Flaccidity: hypotonic dysarthria, breathy voice 
 Swallowing and other vegetative functions: affected early 

Site of Lesion 
 Extrapyramidal disorders:  Parkinson’s disease, Cerebellar stroke, Spasmodic 

dysphonia, Tremor 
 Upper motor neuron disorders:  Stroke, Pseudobulbar palsy, Primary lateral sclerosis 

(PLS) 
 Lower motor neuron:  Brainstem stroke, Myasthenia gravis, Guillain-Barré, Polio (post-

polio) 
 Mixed:  TBI, Motor Neuron Disease (ALS, Progressive Bulbar Palsy) 
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Nasoethmoid Complex Fractures 
Andrew H. Murr, MD, FACS 

NEC FRACTURES 

1.  Nasal ethmoid complex fractures (or naso orbital ethmoid fractures) are 
somewhat uncommon today.  It is possible that the proliferation of airbags has 
helped to decrease the incidence. 

2. Several classifications exist. One of the most common is the Markowitz Manson 
classification.   

a. Type 1:  Central segment with medial canthal tendon attached. 
b. Type 2:  Comminuted central segment with medial canthal tendon 

attached. 
c. Type 3:  Comminuted with medial canthal tendon not attached. 

3. At the end of the day, the key issue is the need to re-attach the medial canthal 
tendon if it is free.  The medial canthal tendon (MCT) attaches like a sling (Jones 
pump) on the anterior and posterior lacrimal crest.  Re-approximating this 
attachment can be done with  

a. Wires 
b. Plates 
c. Permanent suture (nylon) 

4. The surgical exposure for this can be challenging.  A bicoronal approach is a 
mainstay, however, an external ethmoid incision or glabellar incision may be an 
adjunct to allow adequate exposure. 

5. Cross nasal wiring, while traditionally emphasized in papers and chapters, is not 
necessarily superior to more contemporary techniques that emphasize re-
approximating, to the extent possible, the natural attachment site of the MCT. 

 

 

 



PET Scans in the Head and Neck 
 
Joseph C. Sniezek, MD, FACS 

 
A. Background 
 
Positron emission tomography (PET) involves the administration of 18F-
fluorodeoxyglucose (FDG) to a patient, followed by a scan to measure tissue 
uptake of this isotope.  The accelerated glycolosis demonstrated in tumors 
causes increased uptake of FDG by tumors when compared with benign tissue. 
 
B.  Utility of PET scans in diagnosing head and neck cancer 
 

1. PET scans are more sensitive and specific in identifying malignant cervical 
lymph nodes than CT or MRI (90%  sensitive and 94% specific). 

2. PET scans are useful in identifying 2nd primary malignancies and distant 
metastatic disease in patients with a head and neck cancer and are 
superior to clinical and standard radiographic exams. 

3. Treatment plans for head and neck cancer are changed roughly 1/7 of the 
time when PET scans are incorporated into the pre-treatment evaluation. 

 
C.  PET scan value in following head and neck cancer patients 

 
1. PET scans are more accurate than clinical evaluation or conventional 

imaging in discovering recurrent head and neck cancer. 
2. A negative PET scan is particularly valuable as they have a 99% negative 

predictive value. 
 
D. Timing of PET scans 
 
Since PET scans can show false positive uptake in inflamed tissue, PET scans 
should be delayed for 10-12 weeks after treatment in order to be maximally 
effective. 
 
E.  PET scans in thyroid malignancy 
 

1. PET scans are most useful in de-differentiated or undifferentiated thyroid 
cancers that lose iodine-concentrating ability. 

2. Patients with a rising or high thyroglobulin level and negative I131 scan 
should undergo a PET scan to search for recurrent or residual thyroid 
tissue that has lost iodine-concentrating ability. 

3. PET scans are increasingly sensitive as the thyroglobulin level rises. 
4. rhTSH (recombinant human TSH) stimulation increases the accuracy of 

PET scans. 



Upcoming CME Courses 
 
 

Primary Care Medicine: Update 2013 
Sunday, April 7 – Friday, April 12, 2013  

Wailea Beach Marriott and Spa – Wailea, Hawaii     
 
 

34th Annual Advances in Infectious Diseases: New Directions for Primary Care 
Wednesday, April 24 – Friday, April 26, 2013  

Hilton Financial District – San Francisco, California     
 
 

Essentials of Women's Health:  
An Integrated Approach to Primary Care and Office Gynecology 

Sunday, June 30 – Friday, July 5, 2013  
Hapuna Beach Prince Hotel – Kohala Coast, Hawaii    

 
 

Neurosurgery Update 2013 
Thursday, August 1 – Saturday, August 3, 2013  

Silverado Resort, Napa, California 
 
 

Pituitary Disorders: Advances in Diagnosis and Management 
Saturday, October 28, 2013  

Marriott Union Square – San Francisco, California     
 
 

25th Annual Medical Management of HIV/AIDS 
Thursday, December 5 – Saturday, December 7, 2013  

Westin Market Street – San Francisco, California    
 
 

20th Annual Advances in Diagnosis and Treatment of Sleep Apnea and Snoring  
Friday, February 14 – Saturday, February 15, 2014  

Grand Hyatt – San Francisco, California     
 
 

All Courses Managed by: 
UCSF Office of Continuing Medical Education 

3333 California Street, Room 450, San Francisco, CA 94118 
For attendee information call: 415-476-4251 

For exhibitor information: 415-476-4253 
Visit the web site at www.cme.ucsf.edu 
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