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In his 2013 Presidential address
to the American College of Surgeons,
Dr. Carlos A. Pelligrini expressed sev-
eral ideas about change that may be
crucial to all surgeons.

“The introduction and adoption of
new ideas, techniques, and devices
has resulted in monumental progress
in medicine and surgery. For many
years, however, the pace at which in-
novation occurred allowed for intervals
of time to test and validate the new
idea and, when useful, to design edu-
cational and training methods that ensured its safe adoption.
In some ways it resembled a trip down a river with rapids inter-
spersed with waters of relative tranquility in which to recover.
The pace of change has increased substantially over the last
few years, and I predict that this pace will only accelerate in
the future: the equivalent of navigating permanently in white
waters.”  He adds that “…it is not change, but the nature and
pace of it that poses a significant challenge for the surgeon of
the future.”

Today’s surgeons are increasingly forced to deal with on-

John van Aalst, MD
UNC, Chapel Hill

Warren Schubert, MD
University of Minnesota

The American Society of Max-
illofacial Surgeons (ASMS) is the
oldest American organization rep-
resenting maxillofacial surgeons
who are devoted to improving and
promoting the highest levels of pa-
tient care.  In reviewing the history
of our organization for this article I
was surprised and honored to learn
that the idea to form the ASMS was
conceived in what is now my home
town of the Twin Cities in 1939. The
function of our Society for which I
am the most proud, and my reason for joining, has been our
Society’s commitment to education.

Our two most important venues for education have con-
sisted of our Pre-Conference Symposium prior to our Annual
ASMS / ASPS fall meetings, and our Basic Maxillofacial Prin-
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2013 ASMS Presidential Address:  Henry C. Vasconez, M.D.

Sunday, October 13, 2013, ASMS Day at the Annual Meeting of

ASMS and ASPS, San Diego, California

As a preamble, a short two minute video was played de-
picting a compilation of the three victories of the horse Secre-
tariat in 1973 at the Kentucky Derby, the Preakness and the
Belmont Stakes.

What a horse, what a breed, what a family. This year we
celebrate the 40th Anniversary of the Triple Crown Win of Sec-
retariat in 1973. He set records at each racetrack that still stand
to this day. ESPN and Sports Illustrated ranked Secretariat the
35th best athlete of the 20th century just ahead of Mickey
Mantle. Secretariat was sired by Bold Ruler, grand sired by
Nasrulla who also was the great-great grandsire of Seattle Slew,
another Triple Crown winner. Just like in horses, so to in people,
family is very important.

A mother, a father, a sister, a brother, a son, a daughter;
these are obvious elements of a family. But, what about a best
friend, a favorite teacher, a pivotal mentor, a cherished col-
league. Are these also obvious and typical members of our
extended family?  During our upbringing, our early education
and in particular during our training we come in contact with
people that will make a great impact in our lives. The relation-
ships that we establish with our colleagues and peers, with our
teachers and with our mentors will be decisive and we will re-
member them throughout our professional careers. We all have
our share of heroes, people that we look up to because of their
courage, because of their skill, their talent, because of their
self-sacrifice for the greater good of all humanity.  These are
people we strive to emulate and try to live our lives like they
would.  Most of the time, we have never met these people; we
have only heard or read about these amazing characters that
we classify as heroes.   And then there are the mentors in our
life.   Mentors are those that have touched our life in many
different ways.  We have interacted with our mentors to a greater

or lesser degree on a short or
long term basis.  A mentor’s
purpose is to help the young
developing individual define
his or her goals and find ways
to achieve them.   The men-
tor is not judgmental, but
helps us develop value judg-
ments. The mentor is not a
disciplinarian but infuses dis-
cipline and character so that
we can reach our maximum
potential.   Our parents, of
course were our first mentors.
As time went on, our older sib-
lings, friends and teachers
took on this role. They all have
become members of our ex-

tended family. They have
taught us, touched us, and
shown us how to become
physicians, surgeons,
plastic surgeons, yet fun-
damentally, human beings.
We have learned to take
care of our patients not
only in a compassionate
and empathetic manner,
but also in a skillful and ef-
fective manner.  We obvi-
ously mature with experi-
ence and time, but we
keep the teachings, the
principles, the training we have received as our guide.  This
crucible of teaching and experience is translated into the care
we give our patients.  They deserve our best handling and care.
They at times demand it yet always expect it and we should
deliver.  This is true with the crying little baby with a cleft; to the
stunned, innocent child with a mis-shapened skull; to the scared
teenager with pan facial fractures; to the befuddled kid with a
microtia; to the unknowing child with a facial hemangioma.

This care, these experiences, the talents and skills gained
from treating these patients are the things that we also should
transmit to those who will consider us their mentors, their teach-
ers, their guides.  This is the solemn pledge of education that
we impart our learning and our experiences, to those that will
come after us. Just as we got, so we should also give. We
interact, discuss, exchange ideas with those members of our
extended family. We try to make it real and vibrant.  Benjamin
Franklin said “Tell me and I forget; teach me and I   may re-
member; involve me and I will   learn.”  Just as learning was
kindled within us so we must fire up our students and succes-
sors. But we cannot forget to keep learning; to be lifelong learn-
ers; for our present knowledge will surely change with time.
Mahatma Ghandi said, “Live as if you were to die tomorrow,
learn as if you were to live forever.”   ASMS has as its core
objective:  education.   It provides courses, basic and advanced,
symposia, panels, papers and lectures to the members and to
our colleagues.  We want to reach out to you. We want to reach
out to those of the next generation that will in turn teach the
new and exciting developments in our field.

Everyone in this room has mentors or people that have
made a great impact during their formative years to reach their
maximum potential. It is with a great deal of gratitude and hu-
mility that I   want to thank my mentors throughout the years,
my Triple Crown Winners:  Luis Vasconez, Josh Jurkiewicz,
and Ken Salyer.

“The relationships
that we establish with
our colleagues and
peers, with our teach-
ers and with our men-
tors will be decisive
and we will remember
them throughout our
professional careers.
We all have our share
of heroes....”
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CPT Coding: International Statistical Classification of Diseases and
Related Health Problems, ICD-10

Gregory D. Pearson, MD
Nationwide Children’s Hospital

I know that this column is supposed to be dedicated to
current procedural codes and how they apply to the maxillofa-
cial surgeon.  After attending a required course from my home
institution, instead I decided to write this column about one of
the biggest changes in medical coding that we as profession-
als will encounter:  the tenth revision of the International Sta-
tistical Classification of Diseases and Related Health Prob-
lems, ICD-10.

ICD-10 represents the biggest change to our coding sys-
tem in the past 20 years.  The implementation of ICD-10 will
affect each system, process and transaction that contains a
diagnosis code.    Implementation of ICD-10 may require new
software or hardware to support its utilization.  Although ICD-
10 has been employed by several other countries including
the United Kingdom (1995), France (1996), Germany (1998),
Russia (1999) and Canada (2001), many of these countries
did not implement all of the codes listed in the system.

The US plans to use all of the codes with an effective date
of October 1, 2014.    The reported benefits of ICD-10 include
improved ability to monitor patient care regarding quality, safety
and quality, less rejected claims due to non-specific codes for
the proper diagnosis with more accurate reimbursement and
improved performance measurements such as outcomes and
costs.   One example of the change for maxillofacial surgeons
who perform trauma is ICD-10 has changed with injuries be-
ing grouped by anatomical site rather than injury category.
Furthermore, post-operative complications have been moved
to a procedure specific body system chapter.  The number of
codes will increase from approximately 14,000 codes with ICD-
9 to approximately 68,000 codes with ICD-10.  The diagnostic
codes are meant to be more precise with an expansion to in-
clude health-related conditions (including codes for injuries from
birds including duck, parrot, goose, turkey or chicken).  Fur-
thermore, unlike ICD-9, which had expansion difficulties, ICD-
10 has a different structure allowing for further expansion of
this coding system. Typically, ICD-10 will be 3-7 digits long with
the following requirements: the first digit will be alpha and the
second digital will be numeric.  The digits 3-7 can be either
alpha or numerical (without case sensitivity).   The first three
digits will relate to the category of the disease (e.g. diabetes
mellitus type 1), the next three relate to the etiology, anatomic
site and manifestation (diabetic mononeuropathy vs. amyotro-
phy (I apologize for not using maxillofacial examples; these
were the examples taught in my course)), and the final digit
relates to the extension of the disease.  Some codes will have
an X in the 5th or 6th location to act as a dummy placeholder
allowing further expansion.  Thus, ICD-10 can morph and be
updated instead of requiring development of an entirely new
system.

In short, ICD-10 requires more additional detail for coding
compared to ICD-9.  Another increase in required detail exists

for many fractures.  The increase in detail
includes description of right/left/bilateral
(not required in ICD-9), whether this is an
initial encounter or subsequent encounter
(another new addition with ICD-10), and
whether the visit is for routine healing, de-
layed healing, nonunion, or malunion (a
manner to monitor quality of care).  In or-
der to maximize your reimbursement, more specific clinical
documentation within the medical record will likely be neces-
sary to capture the proper diagnosis codes since the codes
are more specific.   If the documentation does not support the
ICD-10 code, the payer can reject the claim.

When looking at converting ICD-9 to ICD-10 codes (cross-
walking it is called by our coders) one of four scenarios is pos-
sible: a 1:1 exact conversion, a 1:1 approximate conversion, a
1:Many, or 1: many clustered.  I would consider a 1:1 exact
rare and lucky to have occurred with the other examples oc-
curring far more commonly.  An example of 1:1 approximate
for a common ICD-9 code V50.1 (other plastic surgery for un-
acceptable cosmetic appearance) has been replaced with ICD-
10 code Z41.1 (encounter for cosmetic surgery).  Another ex-
ample of 1:1 approximate is 998.83 (non-healing surgical
wound) is replaced by T81.89XA (other complications of pro-
cedure, not elsewhere classified, initial encounter), T81.89XD
(other complications of procedure, not elsewhere classified,
subsequent encounter), or T81.89XS (other complications
of procedure, not elsewhere classified, sequel).  It is impor-
tant to note that ICD-10 does not have a specific code for non-
healing surgical wound.

This example demonstrates the change in code based
upon the encounter type.  An example of 1:many is ICD-9 code
701.9 (unspecified atrophic and hypertrophic conditions of the
skin) is replaced by one of the following ICD-10 codes L85.9
(epidermal thickening, unspecified), L87.9 (transepidermal
elimination disorder, unspecified), L90.9 (atrophic disorder of
skin, unspecified), L91.9 (hypertrophic disorder of skin, un-
specified) or L94.9 (localized connective tissue disorder, un-
specified).  Finally, 1:many clustered includes site-specific in-
formation such as right index finger, left index finger, right middle
finger, etc. for a single diagnosis.

In summary, ICD-10 will represent a significant change in
the way the surgeon approaches documentation, specificity
related to the problem at hand, and increased cooperation with
coders to maximize reimbursement.  Physicians should work
to better educate themselves by attending one of the many
national courses offered or courses offered by institutions they
are affiliated with such as computer based learning modules
offered by my institution.

I would like to thank Becky McFarland and Jennifer Kelly
for imparting their knowledge to me regarding ICD-10.



MAMAMAMAMAXIILLOFXIILLOFXIILLOFXIILLOFXIILLOFACIAL NEWSACIAL NEWSACIAL NEWSACIAL NEWSACIAL NEWS WINTER 2014WINTER 2014WINTER 2014WINTER 2014WINTER 2014

4

Residents and Fellows Corner: Young Surgeons: Now is the Time
to Get Involved with the ASMS!

Carolyn R. Rogers, MD
Boston Childrens Hospital, Boston, Massachusetts

As a resident, fellow, or young surgeon, membership in
professional societies is a perfunctory part of professional ad-
vancement.  All of us appreciate adding society memberships
to our CVs, and hope to come across a future program director
or employer who views us favorably because of a shared affili-
ation.  Many of us have enjoyed the discounted fees at courses
and meetings that accompany society membership.  As a
trainee or young surgeon, these discounts could not be more
welcome as we develop our professional skill set on a budget.
Perhaps you’ve even made it to a few society receptions and
had the opportunity to network and get to know your colleagues.
Congratulations, the first step to participating is signing up.  But
getting involved is much more than that.  Getting involved with
professional societies, such as the ASMS, helps shape the field
of craniomaxillofacial surgery as a whole and helps shape your
individual contribution to the field.

The first and most important step to becoming truly involved
is building relationships with your colleagues.  This step may
feel the most daunting.  Those “colleagues” in leadership roles
in the ASMS are several rungs up on the professional
ladder…right?   Yes, most of the leaders of the ASMS are more
advanced in their careers than you, but no, this should not dis-
courage you.  This, in fact, is precisely why it is so important to
cultivate these professional relationships.  Perhaps an ASMS
member at your local institution has provided you with invalu-

able support and advice as you look to
develop a career as a craniomaxillofacial
surgeon.  Take the next step and get to
know ASMS members and leaders outside
your institution by attending an ASMS event
or simply reaching out to one of us.  This
will provide opportunities for learning and
mentorship from experienced surgeons
and I expect you’ll enjoy the camaraderie
of our tight-knit group.  Furthermore, being visible and getting
noticed builds your professional reputation.  Building a strong
professional identity allows you access to opportunities for pro-
fessional development ranging from research grants, to clini-
cal scholarships such as the CRANIO fellowship, to leadership
positions of your own.

Your involvement in the ASMS is as important to us as it is
to you.  As a society, our purpose is to promote the highest
level of patient care and set the standard for the field of
craniomaxillofacial surgery.  The energy and fresh ideas new
members bring determine the future direction of our discipline!
I’d like to challenge each reader to become an active partici-
pant in your profession by joining the ASMS and starting on
the path to meaningful involvement in the future of
craniomaxillofacial surgery.  We at the ASMS look forward to
getting to know you!

Save the Dates for Upcoming ASMS Programs!

ASMS Basic Maxillofacial Principles & Techniques Course
New for Spring 2014

May 30 - June 1, 2014 / New York University | New York, NY

August 15 - 18, 2014
Northwestern University | Chicago, IL

This course is a three-day program consisting of lectures and hands-on laboratory sessions, to introduce the principles
of maxillofacial surgery, with a unique emphasis on the topics of dental anatomy, occlusion, dental impressions,
orthodontics and prosthodontics, orthognathic surgery and maxillofacial trauma.

ASMS Pre-Conference Symposium
October 9, 2014

Sheraton Chicago Hotel & Towers, Chicago, IL
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Panel Discussion:  Changes in Maxillofacial Surgery: Past, Present, and Future

(continued on next page)

Panel Moderator:  John van Aalst
Panelists: Raymond Harshbarger, Bob Havlik, Richard Hopper, Kevin Kelly, Warren Schubert, Henry Vasconez

-Bob Havlik, MD
Medical College of Wisconsin

Raymond Harshbarger, Dell Children’s Medical Center, Direc-
tor Craniofacial Fellowship, Austin, TX.

Bob Havlik, Professor and Chairman, Department of Plastic Sur-
gery, The Medical College of Wisconsin; Past President ASMS.

Richard Hopper, Seattle Children’s Hospital and University of
Washington, Surgical Director of the Craniofacial Center and Chief
of Pediatric Plastic Surgery

Kevin Kelly, Vanderbilt University, Director, Craniofacial Surgery
Center, Director, Pediatric Plastic Surgery; Director, Cleft Lip and
Palate Team, Past President ASMS

Warren Schubert, Professor at the University of Minnesota;
current President ASMS

Henry Vasconez, Professor of Surgery and Plastic Surgery, Uni-
versity of Kentucky, Chief of Plastic Surgery; Immediate Past Presi-
dent, ASMS

van Aalst: What are the most significant changes in our field
in the last 40 years?

Havlik: I think there are really 3.  The first is the introduction of
craniofacial surgery and all the concepts that were brought forth
with that. That’s actually a little bit over 40 years ago. Adoption
and adaptation of those principles occurred largely over the last
40 years.

The second is the introduction of rigid fixation on the facial skel-
eton. Development of, and miniaturization of, plating to the face
and facial skeleton.

The third is distraction osteogenesis. Those would be my three
choices for the biggest impact in the last 40 years.

van Aalst: Can you speak to the interaction of the three.

Havlik: Craniofacial Sur-
gery is really a game
changer and opened new
horizons. It expanded the
concept of maxillofacial sur-
gery. For most ASMS sur-
geons craniofacial surgery
is part of the element
they’re engaged in with
maxillofacial surgery—at
least for those trained in re-
cent years. So that was a
broadening of scope, an
enlargement of horizons.

The introduction of rigid
fixation allowed more accu-
racy, precision, and repro-
ducibility. Distraction osteo-
genesis expanded hori-
zons because it made

things achievable that weren’t achievable before. Ironically I view
distraction osteogenesis as much a part of soft tissue expansion
as I do bone. You know you need the bony framework under-
neath, but a lot of what we’re seeking to accomplish with distrac-
tion osteogenesis are soft tissue changes and expansion of the
envelope. The three work together:  The understanding neces-
sary for rigid fixation of bone was necessary in the development
of distraction osteogenesis and refinement of scale that’s appli-
cable to the face.

Harshbarger: I would say the biggest changes are microsur-
gery, facial transplantation, tissue engineering, and distraction
osteogenesis, all of which have interplay.  There is a relationship
between microsurgery with facial transplantation.

Tissue engineering is a significant change, one that is still evolv-
ing. Based on the bench work from tissue engineering we are
going be able to engineer certain body parts, and then co-apt
them to the circulation, using microsurgery techniques.

Hopper: I would say the number one change would be our ability
as plastic surgeons to collaborate closely with Craniofacial Orth-
odontists in delivering Orthognathic care; number two would be
the application of distraction osteogenesis to the facial skeleton.
For the first advancement we have to give thanks to people like
Barry Grayson and Al Figueroa in being able to develop this kind
of a relationship and synergy.  For the second, we have to thank
leaders like Joe McCarthy and John Polley for bringing those
techniques into our armamentarium.

Kelly: The advent of Tessier’s work comes at about this period
and had a big impact as far as cranial reconstruction and mid-
face advancement.  Plate and screw fixation had a big impact on
our management of facial trauma.  We used to wire little seg-
ments of bone together and try to suspend the facial skeleton
from whatever was the most superior, stable portion of skull or
mid-face.  With rigid fixation, results were better, overall function
was better, and the restoration to pre-injury condition was far
better.

Osseous distraction has had a big impact as far as our field is
concerned because it has opened up a new avenue for children
where the soft tissue envelope previously limited the amount of
movement that you could generate with bony osteotomies alone.

Schubert: My specialty has been more maxillofacial trauma and
not craniofacial surgery. Probably the most significant change
has been the advent of good radiologic imaging to help us pre-
operatively and more recently, for some of us, inter-operatively
knowing what the injury is and knowing if we have achieved a
proper reduction.

The second most significant change has been the advent of vari-
ous plating techniques that help us maintain reductions. It has
allowed us to achieve a more accurate and rigid reduction of our
fractures, and in the case of the mandible, has allowed earlier
movement and return to function.

“Craniofacial Surgery is
really a game changer
and opened new hori-
zons. It expanded the
concept of maxillofacial
surgery.”
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Panel Discussion (continued from previous page)

-Richard Hopper, MD
University of Washington

Vasconez: Aside from the groundbreaking work of Paul Tessier,
and all that ensued in the cranial facial arena, the two most sig-
nificant changes are rigid fixation, with all the applications of plate
and screw fixation and bone distraction. I think both changes
have revolutionized the way that we practice maxillofacial sur-
gery.

There have been many refinements in rigid fixation, lag screws,
locking plates, the use of different metals, including absorbable
plates. This has given us a lot of versatility in how we approach
different fractures, osteotomies, as well as addressing different
age groups. Distraction osteogenesis has opened our horizons
to different treatment modalities or problems that before were
either not addressed or addressed in an unsatisfactory manner.

van Aalst: Can you comment about the interplay of rigid fixa-
tion and distraction?

Vasconez: The first thing that comes to mind are the external
fixators that are used in various forms of distraction; at the same
time, they not only fix the craniofacial skeleton, but allow the sur-
geon to mobilize the bones in different vectors in order to achieve
the desired effect. The most graphic interplay is in the LeFort-III
or monoblock advancement where an external fixation device is
used and the mid-face or the total monoblock are advanced and
rotated into the desired position.

van Aalst: What are the biggest changes we are currently
experiencing?

Harshbarger: There are two things that come to mind: facial trans-
plantation and virtual surgical planning. The use of the virtual
world to help guide us, how we do surgery, and to improve surgi-
cal planning, surgical execution, and outcomes; this is a signifi-
cant improvement related to our surgical processes.

Facial transplantation has come from an experimental treatment
into the mainstream. Research is focused on developing limited
regimens for tolerance or inducing tolerance to transplant so that
medications are not needed. I think eventually we’ll see face trans-
plantation at all the major academic medical centers.

Havlik: From my perspective there are two major current changes.
One is unquestionably the virtual planning of Orthognathic Sur-
gery. The movement away from a model with plaster cast and
bite wings to a completely virtual world of computer planning is
undoubtedly one of those large scale movements. I think that will
have a progressively larger impact which will supplant prior tech-
nologies.

The second is something that’s not really technique-driven but is
perhaps the thing that will have a bigger impact in a negative
way. I think that we’re at risk for having diminished access to
operating rooms for our patients due to changes of structure in
healthcare. The way that healthcare has evolved with recent le-
gal changes threaten our ability to ensure access for patients.
This potentially applies to everything because I do not see the
cost structure going down. One of the goals of healthcare reform
was to control cost. I really don’t see that happening. What is
happening is that costs are escalating, and continue to escalate,
and access is going to be limited.

Hopper: I think as a society as a whole that focuses on plastic
surgeons performing orthognathic and maxillofacial procedures
we’re dealing with two opportunities, or two challenges.  One of
the opportunities is that the field of orthognathic surgery is be-
coming more accessible to us as less of those procedures are
being performed in the community, and more are being performed
in tertiary care centers.  The challenge that we’re facing, how-
ever, is that the reimbursement for these cases continues to de-
crease, so it becomes a combined opportunity and challenge.

van Aalst: Would you agree that the service component of
our work is going up as reimbursement is going down?

Hopper: Yes, and that’s why our future challenge is going to be to
deliver this kind of care to these patients in a way that makes
financial sense, not only to our own practices, but to the hospitals
and the Universities that we partner with. That’s where package
pricing or pay-for-performance comes up. How we deliver a cost-
effective package which incorporates all costs, not just surgical
fees, while at the same time delivering the quality that makes
people want to come to us.

van Aalst: Do you think price packaging may one day bundle
all surgeries that a child needs over several years?

Hopper: Yes. I think two of our main diagnoses as craniofacial
plastic surgeons are clefts and craniosynostosis.  And I think those
are two that are ripe for bundled package pricing across a child’s
formative years.  For example, getting a cleft patient from their
pre-surgical molding to their final Orthognathic Surgery at a set
cost would be the future.

Kelly: With regards to current changes, I think there are a couple
things. We’re starting to see a whole new field emerging by doing
computer generation of
modeling from CT scans,
and then doing surgery on
these models, and fabricat-
ing splints from the models
that can be useful for both
elective and for traumatic
surgery. You still need to
know some of the basics like
how to take impressions, be-
cause very often you need
to submit the occlusion to try
to get the fine detail that you
need when doing the model
surgery and planning ahead
of time.

Obviously you can’t replace
training.  As we all know, you
can move bone a certain dis-
tance and there, you know,
depending on the soft tissue
envelope, this movement will
translate into different re-
sponses in different people

“.. our future challenge is
going to be to deliver this
kind of care to these pa-
tients in a way that
makes financial sense,
not only to our own prac-
tices, but to the hospitals
and the Universities that
we partner with.”
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Panel Discussion (continued from previous page)

(continued on next page)

depending on whether or not they’ve had old traumatic injuries
and scar.

The other change in our field is that we’re seeing more people
who are coming from other specialties who are not as well trained
in certain areas of craniomaxillofacial surgery who, for instance,
may spend a week in the Philippines and come back and are
experts on cleft lip and palate.  I’m seeing more of that encroach-
ment upon our specialty. It’s important for us to make sure that
we’re turning out surgeons who are well qualified to carry the flag
of Plastic Surgery. Being the best is what’s going to enable us to
maintain our patient quality and make us a very competitive group.

Vasconez: The biggest current changes in maxillofacial surgery
are the concept of minimally invasive surgery and better diag-
nostic techniques. I think both of them interplay harmoniously
because if we are in a better position to diagnose the problem
with better imaging techniques (CT, 3D CT, MRI, MR angiogra-
phy) then we are going to have a better understanding of what
needs to be done.

In many cases I have found that whereas in the past I needed to
explore a particular traumatic injury in order to figure exactly what
is going on. Now, if I know pretty much what the problem is, I can
decide: does that patient actually need exploration or can we
treat this conservatively or in a less invasive manner than would
otherwise be the case?

We recently did a study on orbital fractures and one of the find-
ings was that the groups with higher complications were the nega-
tive exploration group. By going in, doing an exploration of a floor
fracture—or a reputed floor fracture—we could end up with prob-
lems of lid lag, ectropion, or diplopia, some of which resolved,
but others that did not, and required further surgery.

van Aalst: What future changes do you predict for ASMS
surgeons?

Harshbarger: One is practice scope and our diminishing pres-
ence within reconstructive maxillofacial surgery. Other special-
ties are being more active in this area.

Another future area of change is our practice environment be-
cause we’re definitely headed towards a value-based healthcare
system that is not procedure oriented. In terms of scope, I think
it’s important for surgeons in ASMS to maintain emphasis with
training programs. We need excellent training in reconstructive
maxillofacial surgery, strong leadership in maxillofacial organiza-
tions; strong presence in ASPS, strong educational efforts, and
to be known as the educators and innovators in the field of max-
illofacial surgery.

And then practice environment, I think we should also be proac-
tive there and not be pushed by the tide, but be actively creating
the policy. I think we’re the ones who are poised to be experts,
who can develop and craft the change. Be on the leading edge of
defining metrics for value-based care in maxillofacial surgery, and
work as an organization, or committees within our organization,
to develop guidelines of value-based care for our field.

van Aalst: Speak to the
distinction about value-
based care versus proce-
dure-based care.

Harshbarger: Looking at
value in terms of the com-
ponent parts, we have out-
comes and cost. So we
need to develop outcome
metrics for what we do. We
need to take individual dis-
ease entities and follow
them through from begin-
ning to end and develop a
sense of what the key out-
come measures are, and
then what are the key ele-
ments of cost and then
compute the value metrics
for them.

van Aalst: Virtual plan-
ning will improve out-
comes but may be costly. Are we going to sacrifice cost in
order to improve outcomes?

Harshbarger: Well that may be an issue. I don’t know that
anyone’s done a value analysis for virtual surgical planning. The
use of virtual planning in overall outcomes may show the need
for fewer numbers of procedures, and functional improvement
with its use.

So you can establish value within the system, even though there’s
a cost associated.  There may be a disease entity that has X
number of dollars dedicated to it. And you say, “I realize that this
is the cost but in the end game once we add everything up it’s
actually worth it because of X, Y, and Z benefits.” At our institution
we do a lot of virtual planning and feel that it improves both our
pre-op planning phase, intra-op execution, so we have decreased
operative times and increased accuracy in the operating room.
Hopefully with the studies that we’re doing right now we’re also
going to show increased value of the technique post operatively
with more accurate results, hopefully improving function and de-
creasing need for future surgeries.

Havlik: I think that one of the main challenges facing ASMS sur-
geons is to maintain access to operating rooms. Five years ago,
one solution for the problem was to open your own surgical suite
and provide the care directly. In so doing you could minimize the
cost structure involved in a hospital system. We all know that that
lowers cost, and that in fact the AHA petitioned CMS for limited
access for surgery centers. CMS validated the surgery center
concept.

What has happened though, is that a lot of surgery centers are
now owned and run by hospital systems because changes en-
acted recently limit physicians from owning and operating their
own surgery centers, particularly if they accept any federal funds

“.. I think we should
also be proactive there
and not be pushed by
the tide, but be actively
creating the policy.”

   -Raymond Harshbarger, MD
Dell Children’s Hospital

Austin, TX



MAMAMAMAMAXIILLOFXIILLOFXIILLOFXIILLOFXIILLOFACIAL NEWSACIAL NEWSACIAL NEWSACIAL NEWSACIAL NEWS WINTER 2014WINTER 2014WINTER 2014WINTER 2014WINTER 2014

8

Panel Discussion (continued from previous page)

           -Warren Schubert, MD
University of Minnesota

(continued on next page)

or state funds. There are grandfather clauses that keep existing
surgery centers operating. But the limitations are pretty severe.

I think that the combination of an escalation of cost within the
conventional architecture of healthcare, with a limited ability to
provide a cost competitive alternative, means that we’ll be losing
potential access for our patients in the operating room. The only
way we’re going to be able to afford access is largely through an
insured plan because the costs are escalating so rapidly. With
the conventional architecture, we’re unable to provide an alter-
native.

Kelly: We’re going to see more people encroaching upon our
field. Those changes are going to continue as time goes on. I
think that Craniomaxillofacial surgery has been expanding tre-
mendously, with microvascular reconstructions, screw fixation,
cranial reconstruction, osseous distraction, and computer gen-
erated models for surgery planning, all of which make our spe-
cialty great. I think our specialty is going to continue to grow and
broaden its horizon.

I’m very positive about where we’re going. I think we still need to
make sure that we’re turning out people who have the training
that they need to be the experts in these particular areas.

Vasconez: The area of regenerative medicine and tissue engi-
neering are both on the horizon and will contribute to changing
our future methods of practice. Various bone growth factors are
being used in certain grafting situations. I use BMP powders or
pastes along those lines.

In the area of computerized model surgery, we are able to con-
struct custom-made implants to fit a deformity that we are going
to reconstruct. It is only a matter of time before we can utilize
bone growth factors with custom-made scaffolds that then would
go on to integrate and provide a very natural and anatomically
correct reconstruction.

Schubert: The biggest change that we are going to see is the
availability of intra-operative imaging. With all of us who do bony
work, whether it is hand surgery, long bone surgery or any other
kind of open reduction and internal fixation (ORIF), we have al-
ways been blessed with being able to obtain radiologic imaging
to confirm that we had achieved a proper reduction. Until recently
we have not had that capability in maxillofacial surgery. It has
always been very embarrassing to think you have achieved a
proper reduction with placement of an orbital mesh for a blowout
fracture of the floor or medial wall, obtain a post-op CT, and real-
ize your reduction has not be adequate and then have to apolo-
gize to the patient and their family and decide whether to take the
patient back to the operating room to reposition things, or have
them live with something that is not optimal, hoping that when
the swelling resolves they will have an acceptable result. Some
of us now have access to very good intra-operative imaging which
allows us to leave the operating room with better confidence about
the reduction.

Some surgeons are changing their strategy with the manage-
ment of orbital-zygomatic fractures. The previous dogma used to
be to always get a wide maximal exposure, show all the fractures

and the entire orbital floor, and then begin plating with the pos-
sible use of mesh or some other material to reconstruct the or-
bital floor. Now it is possible with some injuries to perform a less
aggressive exposure and know that you have a proper reduc-
tion. In some cases where the zygoma has been pushed poste-
riorly, resulting in a comminuted orbital floor fracture, if the
periorbita has not been striped by a dissection, repositioning of
the zygoma is sometimes adequate to obtain a proper alignment
of the orbital floor. I don’t know how a surgeon can be comfort-
able in knowing that this has been achieved during a case with-
out intra-operative imaging.

van Aalst: Do you envision this technology being available
to all maxillofacial surgeons?

Schubert: Many hospitals are not interested in whether a maxil-
lofacial surgeon wants to have intra-operative imaging. The dif-
ferent imaging devices that we have stumbled across represent
equipment that our neurosurgeons or our orthopedic surgeons
had already attained for their intra-operative use. They seem to
have more clout as far as getting the latest imaging devices, and
we have found that they have very good applications for maxillo-
facial trauma.

I have had experience with two categories of equipment that would
be considered ‘off label’ uses for facial trauma. I suspect they will
remain off label until manufacturers realize the potential advan-
tages and demand for maxillofacial applications. One family con-
sists of devices that look like a mini-C arm or flouroscan. A-P and
lateral views are obtained to make sure the head is the correct
position. The machine then rotates itself around the face, obtain-
ing multiple images. Sophisticated software then reconstructs
three dimensional images.

One example of a device we
have used is the Siemen’s
Iso C. G.E. and I suspect
other companies make
similar devices which are
now far beyond the first gen-
eration, with several publi-
cations on their use in max-
illofacial trauma, but mostly
available in Germany. The
second category of imaging
devices basically consist of
a portable mini CT with dif-
ferent names of but which
perform like a CT. The de-
vice we have been using is
known as the ‘O’ arm.   Both
of our devices allow for rapid
portable intra-operative im-
aging with considerably less
radiation exposure than tra-
ditional postoperative CTs.

“many are finding .. rather
than relying on fairly labor-
intensive practices of tak-
ing dental impressions
and working with dental
models, computer plan-
ning has resulted in revo-
lutionary changes in their
practices.”
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van Aalst: The ASMS is a surgical group that is at the cross-
roads of soft-tissue and bony work. The imaging modalities
you have alluded to have often been separate: we take pic-
tures for soft tissue definition and x-rays with CT scans for
bony definition. Are there modalities now that will put this
together in real time?

Schubert: Particularly for those who perform Orthognathic sur-
gery, many are finding that rather than relying on fairly labor-
intensive practices of taking dental impressions and working with
dental models, computer planning has resulted in revolutionary
changes in their practices.

van Aalst: Do you see these modalities applied to trauma?

Schubert: I think this is a little bit more controversial. I have fol-
lowed with interest our colleagues in Germany who have very
sophisticated centers with both intra-operative imaging and navi-
gation. The question is, for which cases, if any, are navigational
techniques better than intra-operative imaging? I think the an-
swer depends in part on what an institution has.

I have intra-operative imaging available 24/7. I don’t have naviga-
tion as readily available. With many trauma cases it comes down
to whether the case is an acute trauma or whether it is a delayed
reconstruction following a mal-reduction, or healing with no pre-
vious attempt at surgery.  My own prejudice is that following acute
trauma, having intra-operative imaging is very nice. However, with
patients who have healed deformities with asymmetry from one
side to another due to a mal-reduction, or because they have not
had any previous surgery and have had significant remodeling
of bone, there could be a huge advantage to having computer
imaging combined with navigational techniques to try to recon-
struct the injured side to match the normal contralateral side.

Kelly: The use of virtual planning in acute trauma is a little more
difficult.  Although we have used it in patients who are edentu-
lous, and have pan-face fractures to have splints fabricated.
Sometimes we’ve also used it to do very complex splint fabrica-
tion for children’s fractures if they need a splint.  There is a place
for it in acute trauma, but the difficulty is that there is a time lag
right now getting the CT scans done, and getting the splints back.
The old techniques are still helpful, being able to take an impres-
sion and fabricate a splint on the spot is still very critical.  As
technology advances, the turnaround time may be a lot less as it
becomes more sophisticated.

van Aalst: How should we prepare ourselves for the changes
you have all discussed?

Havlik: Handling change is a major challenge, not just for ASMS
surgeons, but all Plastic Surgeons. I think we have to keep our
eyes open and look for opportunities and look for revisions in
techniques. And certainly in the evolution of less invasive sur-
gery is going to be important where virtual planning is combined
with less invasive surgery. We can limit operating times, limit the
hospital stays, but these are the only potential opportunities I
see. Structural limitation of access to operating rooms will con-
tinue to be a significant issue for us.

Hopper: As long as we stay true to our core values as plastic
surgeons, which are innovation, flexibility, and engagement, then
I think the future looks great for us.  I think if we ever start to lose
that plasticity in our abilities, I think we’re going to be getting set
in a rut.

The future of Plastic Surgery is very exciting, I think we have a lot
of opportunities that other specialties don’t have. We are also a
specialty under the gun and need to show what we can do so
that we don’t become extraneous.  Training is always number
one, because if you can’t do something, then you’re not going to
be able to produce or perform.  ASMS and our other national
societies can be great partners by creating formal fellowship train-
ing as well as core goals in residency training so that we’re able
to meet the needs for Orthognathic Surgery and maxillofacial
surgery in the future.

Collaboration is key; the old mantras of “protect your turf and try
to get the longest waiting lists possible” meaning that you’re a
good surgeon are over.  We have to have easy access.  We need
to be able to collaborate well with different surgical, medical and
dental specialties if we’re going to move forward. Finally, we have
to look at our outcomes and document our outcomes, because
we’re going to be expected to show what we do as opposed to
just saying what we do.

Kelly: The ASMS has been a real voice for Craniomaxillofacial
Surgery in our specialty.  We’re involved in setting up education
programs for the ASPS meeting; the basic maxillofacial course is
fantastic.  In the future I think that societies are going to be critical
as far as making sure that these programs continue to be offered
to new people coming into the field and coming through the train-
ing programs.  It is really the responsibility of the societies to
make sure that we all stay current and offer thorough educa-
tional opportunities.

Schubert: We represent a
fairly broad group of sur-
geons that have different
kinds of practices. Certainly
some of us are doing a high
percentage of Aesthetic
Surgery. Some are doing
much more elective cranial-
facial surgery, cleft lip/cleft
palate surgery, and others
are doing facial trauma.
Many of us do it all. The
changes we will experience
will be variable depending
on the focus of our practice.

Vasconez: I think that we
do need to be open to
change, but also be prop-
erly skeptical. All of us have
experienced situations
where we’ve seen new

           -Kevin Kelly, MD
Vanderbilt University

“The ASMS has been a
real voice for Cranio-
maxillofacial Surgery in
our specialty... It is really
the responsibility of the
societies to make sure
that we all stay current ..”
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things come on the scene
and then see difficulties,
which make us start to ap-
ply the innovations in a
more “tempered manner.”
Of every 10 new methods
or techniques, maybe 1 has
a good chance of long-term
success.

So, proper skepticism is
important. An example that
comes to mind is the use
of BMPs in spine surgery.
It was very effective—in fact
too effective—and it pro-
duced bone in areas that
they didn’t want bone, so it
had to be taken off the mar-
ket until a better scenario
could be established. So,
change is very important. It
is a constant, but we have
to be aware of the potential
problems with it as well.

van Aalst: What advice would you give to young ASMS sur-
geons about managing change?

Harshbarger: I think if you can, be a part of the change. Don’t
wait until changes around you have been made; then you are
subjected to those changes. So, be involved in advocating for
education in maxillofacial surgery, participate in efforts to restruc-
ture medicine to a value-based system. We want to be identified
as the maxillofacial representatives and leaders for facial trauma
and dentofacial deformities to outline the outcomes, and costs,
and dictate what the value metrics are.

Havlik: Change is something you can expect and that can’t be
ignored. Change is something that has to be actively managed. I
would give the advice that you have to be receptive to many new
concepts and ideas to the extent that they benefit our patients.

van Aalst: And what venue would you suggest in terms of
exposure to these changes?

Havlik: In terms of learning, I enjoy formal presentation of pa-
pers, and I would hope that this form is continued in the future.
Eventually things may evolve to a virtual meeting. I think that
conventional education can be one of the best formats. I think on
a broader horizon, ASMS has to establish partnerships; we’ve
been trying to do this in terms of coalitions to represent our view.
These are not challenges that we’re facing alone. In fact we have
many friends in the world of medicine facing these same hurdles.
And I think we need to build those coalitions to help maintain the
access for our patients.

Hopper: I think young ASMS surgeons are better prepared for
change than somebody at my career stage because I think rule
number one is you have to engage change.  If you don’t actually

engage change and see the opportunity in change, then you’re
going to be left behind. Flexibility is built into the younger genera-
tions more because everything is changing so fast—not just sur-
gery.

Besides engagement, dropping some of the traditional feelings
of having to coerce others to get your own personal vision imple-
mented is over.  We have to influence people to create a collec-
tive vision; that’s the only thing that’s sustainable and workable.

Schubert: My own advice for a young plastic surgeon is to try to
remain as diversified as possible for as long as possible. Sur-
geons with incredibly diverse skill sets have been able to apply
many technologies developed for other kinds of practices to vari-
ous forms of reconstructive surgery.  Many of our younger sur-
geons are being exposed to these modalities in their training pro-
grams. These concepts are something that we are trying to in-
clude in our various ASMS courses. There are other educational
programs also available for surgeons who are in practice who
have not had exposure to some of these modalities.

Kelly: At this point I would recommend that they get involved in
their societies; get involved in ASMS, in the Association and ASPS.
I recommend to any young person that they try to get involved in
leadership positions. All societies are anxious to have somebody
come in and get involved, to commit time. I think that helps the
individual stay current.  It also helps them have a voice when it
comes to directing the society.

Change is always going to come and it’s not always going to be a
pleasant thing, or something that we may agree with. I think be-
ing unified in dealing with change is an important issue.  It’s not
just the actual surgical techniques, but also issues over the years
with healthcare, and changes in healthcare, and reimbursement
for surgeons; all of these things require that ASMS be a unified
group, they can stand a chance at influencing the way change is
going to occur.

Vasconez: I would tell them “Don’t be afraid of change.” Be ready
for it. It will come. It will change how we look at things and how we
do things, but there needs to be sufficient evidence—evidence
based medicine—which of course is something in our lexicon
these days so that we can use it to our advantage.

The other thing that I would also point out is “Don’t throw out
basic, sound surgical principals” that have stood the test of time,
like handling tissues correctly, being careful in the way we close
our wounds. These principles will guide us into the future just like
they have in the past.

van Aalst: What would you say are the leadership opportuni-
ties that ASMS provides to younger surgeons, and how
should they access these opportunities?

Hopper: The ASMS provides a great opportunity to be able to
learn from people at all different stages of their career, the chal-
lenges that they’re facing, and how they’ve overcome them.  So
you have presidents and past presidents that have this wealth of
experience of dealing with changes. You also have mid-career

           -Henry Vasconez, MD
University of Kentucky

“Don’t be afraid of
change. Be ready for
it. It will come. It will
change how we look
at things and how we
do things, but there
needs to be sufficient
evidence....”
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surgeons and young surgeons that are sharing the same chal-
lenges and how are they facing them.  So I think it’s that ability to
network, that ability to learn from people’s personal and profes-
sional experiences over the whole country.

Harsbarger: Right now I think the main strengths of our organi-
zation are educational courses and symposia. Having gotten in-
volved in the last 3 years, committee work can be very helpful in
staying on the leading edge of these changes. Also working with
others who are motivated, who are like-minded and to solve these
problems is a great opportunity.

Havlik: ASMS has been incredible in the degree of evolution I’ve
seen in the decade that I was involved in the leadership of ASMS.
We have come from a society that was focused on one course
and have expanded tremendously in terms of scope, and in terms
of what we offer. I think that that generates leadership opportuni-
ties for people. I would encourage people to use ASMS as a
stepping stone to broadly represent ideas within the greater field
of medicine and build these coalitions I’ve talked about.

Kelly: We have resident representation in our society.  So that’s
an opportunity to try to get people interested in leadership from
the very start of their educational experience in Plastic Surgery.
ASMS has for years offered Visiting Professorships. Some of the
young people, as they move up in the society, can get involved. I
think it is a good thing for them to do.  ASMS has been very active
in being close to the Craniofacial Society, the AAPS, and the
ASPS.

Young people coming in are certainly welcome to be involved.
We encourage it. ASMS has had various Fellowships available
to try to tweak the interest of people if they show any interest in
Craniofacial or Maxillofacial Surgery. These fellows can  travel to
other places to broaden their education, which will help them as
far as their leadership roles when they get back to their local
communities.

Schubert: Our most active committee has been our Education
Committee. The educational component of our society is the as-
pect of the ASMS that I am the most proud of. There are many
opportunities for us to further expand our educational programs.
Within the last few years we have developed our website. We are
interested in incorporating video clips of common procedures as
well as links to additional web sites that may be helpful to our
membership.

I would like to invite anyone who is interested in getting involved
in the ASMS to consider involvement in our Education Commit-
tee and the numerous programs this committee is working on.
The traditional programs we have offered in the past have in-
cluded our Basic Maxillofacial Course. We have also offered Ad-
vanced Courses. Our next generation of surgeons will expect to
have more educational opportunities available on our website
and using other newer modalities of education.

Vasconez: I think first and foremost ASMS is very much involved
in education and providing a forum in order to teach not only
established methods and techniques, but also innovative ones
that are coming onto the scene. As far as leadership opportuni-

ties in ASMS, we have an active committee structure that is with-
out a doubt one of the main vehicles for progress in our society
and consequently in our field. I think the education committee is
a great sort of brainstorming session of interested leaders in our
field. The Scientific Program Committee, the Newsletter and
Website Committees, are also good examples of giving an op-
portunity to forge new ground.

van Aalst: Given what you’ve said about change, past,
present, future, and managing change do you have any last
thoughts?

Harshbarger: I think we need to be stronger as an organization
during this pivotal time. I think the general tide of forces within the
ASPS are moving, or have already moved away from, the core
elements of reconstruction. I know that there is plenty of aes-
thetic maxillofacial surgery that gets done. I feel there’s an ero-
sion of the core elements of reconstruction that I hope we don’t
abandon. I hope that we champion them; I hope that we can
maintain a working relationship with the ASPS, and try to be strong
within that organization, and keep some of its members guided
towards reconstructive work.

We need to be involved in call schedules, taking on facial trauma
cases. We’re poised to be the captain of the multidisciplinary ship
that takes care of complex maxillofacial processes because of
our training in hard and soft tissue. We’re really the only specialty
that does that comprehensively. That’s our strong suit and we
need to broadcast it. But we can’t broadcast that by not taking on
some of those challenging cases.

Havlik: There’s recognition within plastic surgery that ASMS is a
vital partner within the context of plastic surgery and within broader
organizational representation such as the American College of
Surgeons, or even the AMA. There’s credibility in numbers. I don’t
think any physician group can monopolize the discussion and I
don’t think that any physician group is powerful enough to drive a
discussion in the realm of conventional healthcare planning. I
think that it takes all of us together. And frankly I don’t know that
we’ve been heard loudly enough or adequately enough. I do know
that we need to be about the architecture of coalition building but
it’s going to need to be more effective in order to drive the direc-
tion we want to go.

van Aalst: Would you agree then that coalition building maybe
one of the biggest leadership opportunities for young ASMS
surgeons?

Havlik: Yes.  I would add that ASMS is a wonderful organization.
I’ve always enjoyed the members and the camaraderie. ASMS
has done a good job for its members in terms of representing
their interests. The question is how to carry that forward and carry
it the further necessary steps.

Hopper: Personally embracing change needs to always have a
sense of urgency to be successful.  I think it’s very easy for us to
get excited about change for a brief period of time, and then get
stuck back in a rut.  I think we just have to see it now as part of our
day-to-day life, so that every time we wake up and go to work

(continued on next page)



MAMAMAMAMAXIILLOFXIILLOFXIILLOFXIILLOFXIILLOFACIAL NEWSACIAL NEWSACIAL NEWSACIAL NEWSACIAL NEWS WINTER 2014WINTER 2014WINTER 2014WINTER 2014WINTER 2014

12

Panel Discussion (continued from previous page)

we’re thinking of how we’re going to engage change, and how
we’re going to be able to work with others to make it into a better
world.

Change requires engagement which comes along with trying
something and seeing if it works because the change is going to
happen regardless.  I think that’s the first acceptance that has to
take place. Holding your ground and pounding your desk is not
going to stop things from changing. I think it just has to be about
engagement. We can’t be tied up in the operating room all of the
time; we have to be at those meetings, being responsive, acces-
sible, and engaged.

To put ASMS in perspective, we had one of our International
Fellows from Australia this past year who was introduced to ASMS
for the first time as an international member. His enthusiasm for
the society really made me look at the society through fresh eyes,
realizing what we really have here in North America.  We shouldn’t
take ASMS for granted.  It’s a society that a lot of other countries
don’t have.

Kelly: We need to be active. I think everybody gets extremely
busy with their own practices, but I think it’s very important for
everyone to try to stay united.  I think we need to be an inclusive
organization of all our members, not an exclusive organization.
And I think that we need to make sure that we make it easily
accessible to all the young people who would like to be involved
and make sure that we’re a unified group of surgeons working
toward a common goal so that we can control our future and
destiny.

Too many people have a tendency to say, “I’m busy,” and some-
body else is going to take care of my interest, or somebody else
will deal with this problem. I think that if everybody’s pointing to
somebody else, then it never gets done. It is a big sacrifice be-
cause it takes a lot of time to dedicate ourselves to organiza-

tional involvement on any level. With that common goal, we’ve
got to have enough people pulling on the oars to make the boat
move.  Everybody’s got to pitch in.

Schubert: I would like to encourage younger surgeons to get
involved. I find it rewarding to treat patients who have sustained
maxillofacial trauma. I like all aspects of reconstructive surgery,
including breast reconstruction, hand trauma and reconstruction,
and lower extremity reconstruction. However, when a patient
wakes up in the morning, the part that is exposed all day—that
they look at in the mirror—is their face. The face is what defines
their identity. There is nothing more gratifying than to take a mu-
tilated face from an accident and make it look normal. We have
the technologies to obtain more reliable results that were not
available until recently.

I hope Plastic Surgeons who are successful with other aspects
of our specialty don’t give up maxillofacial trauma and recon-
struction. There is nothing more gratifying that we do in our field.

Vasconez: We need to keep a critical eye on the change that
comes across our desks, the change that sounds new and good;
unfortunately most of the time, it is neither. Having a perspective
on the past and present gives our members a good handle on
where the future should lead us and where we should lead the
society for the good of our patients.

We need to look at factors such as quality, cost-effectiveness,
ethical practice, and practicality. If something is new and very
innovative but is not cost-effective, or is not ethical, and not prac-
tical, then it cannot stand the test of time. Thomas Edison once
said, “I find out what the world needs and then I go ahead and
invent it.” He also said, “Hell, there are no rules here. We are
trying to accomplish something!” These statements speak to the
practicality, as well as creativity, and the need for innovation that
we need to balance as surgeons.

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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From the President (continued from page 1)

ciples and Techniques course. This course rep-
resents the longest standing course of its kind,
and for many plastic surgery trainees has been
their most important introduction to the con-
cepts of dentition, taking dental impressions,
working with dental models, concepts of
cephalometrics and orthognathic surgery. With
the support of our past President, Ken Salyer,
I was given the privilege of reorganization of
the Basic Course in 2003 and the responsibil-
ity of being the primary course organizer for
18 courses since then. Over this time period
we have had several Co-Chairs step up to the
plate to help with the local organization, pro-
viding a balanced geographic distribution for
these courses. The pattern since 2005 has
been to have two courses per year, with the
summer courses rotating between the Univer-
sity of Pennsylvania and Northwestern Uni-
versity in Chicago. The winter courses have
rotated between the University of Miami and
a California site, which now alternates be-
tween UCLA and UCSF. At the end of each course there has
been a course debriefing, and each course has continued to
morph and improve in its content.

There has been ongoing support of key faculty at these
courses, with special thanks to Andy Wexler and Pravin Patel
who have formed the backbone of these courses as well as
Joe Garri, who was able to update Jim Ferraro’s video used in
all of these courses. Gaby Doumit will be taking my place as
the Course Director for future Basic courses. Gaby is based at
the Cleveland Clinic, has a background of training in educa-
tion, and a plethora of new and innovative ideas to further
improve our courses.

2014 represents the first year for over a
decade that the ASMS will be offering three of
our Basic Courses in one year. The first will be
at UCLA January 24-26, with Reza Jarrahy
serving as our chief host. The second will be
at NYU May 30-June1, with David Stafenberg
and Peter Taub serving as our main organiz-
ers. The third will be at Northwestern Univer-
sity, August 15-18, with Arun Gosain serving
as the main local organizer.

All of this exciting new groundwork for edu-
cation continues as Arun Gosain plans our
Annual fall meeting in Chicago, with our Pre-
conference Symposia October 9, 2014. Spe-
cial thanks are also needed to Frank Papay
who Chairs our most important Education
Committee, John Van Aalst who has taken over
as Editor of our ASMS newsletter, our past
president Henry Vasconez and president elect
Kant Lin, who continue to offer me good ad-
vice. Anand Kumar has done a remarkable job
in continuing to improve our web site as an

informational tool for our Society (www.MaxFace.org). Delora
Mount continues to organize our Visiting Professor programs,
and Reza Jarrahy continues to come up with innovative sug-
gestions to expand our membership. Special thanks as well to
our key officers, Peter Taub, Joseph Losee, Bill Hoffman, and
Donald Mackay, as our Society’s secretaries and treasurers,
keep us on tract for smooth sailing over this next year. Special
recognition as well to Vic Lewis who was our first newsletter
editor, ASMS past president, has supported us for years as
our host for our courses held at Northwestern University, and
continues to serve as our ASMS delegate to the AMA.

2014 represents the first
year for over a decade
that the ASMS will be of-
fering three or our Basic
Courses in one year ...
at UCLA January 24-26,
with Reza Jarrahy ... at
NYU May 30-June1, with
David Stafenberg and
Peter Taub ... at North-
western University, Au-
gust 15-18, with Arun
Gosain ...

Editor’s Corner (continued from page 1)

going, faster-paced change, a pace that may not give us the
time for reflection that we need and want. However, we need to
deal with this faster pace successfully.

In this newsletter, we have asked a group of ASMS sur-
geon leaders about the greatest changes we have seen over
the last 4 decades, changes we currently face, and their pre-
dictions for future change.  In response to the question about

past changes, these sur-
geons point to Tessier’s
groundbreaking craniofacial
work, rigid fixation, distrac-
tion osteogenesis, microsur-
gical techniques leading to
face transplantation, and vir-
tual surgical planning for
complex craniofacial recon-
structions. Their thoughts
about current change and

I would suggest that
managing change re-
sourcefully is leader-
ship; teaching others
to manage change
successfully is the
heart of mentoring.

future predictions may surprise you.
In the midst of these changes however, you will notice a

strong desire to mentor future generation of surgeons. In order
to successfully mentor, we need first to be aware of these
changes and the increasing pace of change (the continuous
whitewater phenomenon), and then learn how to manage this
change ourselves.  Learning to manage change successfully
allows us to mentor others. The reality about younger surgeons
is that they are generally more receptive to change; part of our
mentoring process is helping them assess what change is good
and what is not; together in ASMS we can develop metrics that
assign value to particular changes; we can continue to develop
training and educational resources to teach these new tech-
niques.

In summary, I would suggest that managing change re-
sourcefully is leadership; teaching others to manage change
successfully is the heart of mentoring.

We hope you enjoy the panel discussion.
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Book Review:  David and Goliath: Underdogs, Misfits, and the Art of Battling Giants
by Malcolm Gladwell

The story of David and Goliath is the classic story of the powerful and dominant top dog
against the weak and bullied underdog. Not so fast says Malcolm Gladwell: with this book
Gladwell turns the story upside down and suggests that much of what we all consider as
disadvantages, if looked at appropriately, are actually advantages.

Goliath stands between the army of the Philistines and Israelites and issues a chal-
lenge to Saul’s army:  “Choose one to come and fight me.”  No Israelite warrior is willing to
take up the challenge until David, a shepherd, volunteers.  Saul, the Israelite king, offers
David a suit of armor, which David declines.  David, it turns out, is a slinger (not an infantry-
man like Goliath—who needs armor) and is capable of hurling a rock at 34 meters per
second (similar in velocity to a modern handgun), and hitting a target at 200 yards. Goliath
is an infantryman, expert in hand-to-hand conflict; he is immobile and needs a combatant to
come to him. He likely also has acromegaly (hence his great size), and poor vision (hence
his need for an armor bearer—who guides his myopic movement).  During battles of this
time, slingers always defeat infantrymen—as long as they keep their distance.  From a safe
distance, David slings the stone at the only exposed area of Goliath’s body—his forehead.
In the end, Goliath never had a chance.

As surgeons, we may consider ourselves at a disadvantage in multiple ways:  Our train-
ing is longer.  Our work hours are longer. We care for more non-paying patients.  Our reim-

bursements are shrinking. Hence, we think we are too busy to be involved on hospital committees, regional or national commit-
tees.  In sum, we take ourselves out of the arena of decision-making in our hospitals and communities.

Could it be however, that these perceived problems (disadvantages) are somehow, in fact strengths (advantages) and that
all we need to do is rethink the story about our perceived disadvantages?

Review by John van Aalst, MD,

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
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I also want to recognize those people that are receiving
ASMS Awards:  Paul Manson, Robert Havlik, Mutaz Habal, Bill
Magee, and Vic Lewis. We will have an opportunity to salute
them in a more ample manner at this evening’s Presidential
reception.

It has been an honor and a privilege to have served as
your ASMS President this past year.  I have gotten to know a
lot of wonderful people and I have learned a great deal. For
this, I thank you.

At this time, I would like to introduce our Kazanjian Lec-
turer, who at an early age already showed vision and enthusi-
asm.  Even as a teenager he gravitated towards the face and
craniofacial region with an insatiable desire to stick his fingers

in people’s mouths. He became the youngest Chief of Plastic
Surgery in the country at Southwestern Medical School in Dal-
las. He was active in various forms of clinical and laboratory
research, yet his greatest love and dedication have been to
the art and science of craniofacial surgery. He has developed
many innovative techniques. He has traveled the world to teach
and communicate his ideas and help establish surgical cen-
ters in Craniofacial Surgery along with his close colleagues
and friends. He has led the specialty to new heights, and he
too has a family, both core and a very large extended family of
people he has interacted and touched throughout the years. It
gives me great pleasure to introduce Ken Salyer, who will
present the Kazanjian Lecture 2013, “A Life that Matters,” Ken.

Presidential Address:  Henry C. Vasconez, M.D.  (continued from page 2)

Photo Highlights from San Diego.

Please visit maxface.org for additional photos.
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The ASMS wishes to solicit postings for job open-
ings for maxillofacial surgeons. As a service to individu-
als who are completing craniofacial fellowships or plastic
surgery residencies, we plan to post open academic po-
sitions 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 op-
portunities, since we will actively solicit all such positions
from academic institutions.

We will also post any non-academic positions of in-
terest for craniomaxillofacial surgeons at the fee struc-
ture 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

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

ASMS ADMINISTRATIVE OFFICES

500 Cummings Center, Suite 4550
Beverly, MA  01915

(978) 927-8330
admin@maxface.org

www.maxface.org

FROM THE ETHICS COMMITTEE
Stephen Beals, MD, Chair, ASMS Ethics Committee

One of the roles of the ASMS is to promote the ideals and
standards of our profession and to ensure that all members
behave according to the ASMS Code of Ethics.  The ASMS
Ethics Committee reminds all members that membership in
ASMS is granted to those surgeons who are of high moral and
ethical standing who are actively engaged in the practice of
maxillofacial surgery.  Given this responsibility, there is no tol-
erance for racist, sexist, or discriminatory remarks based on
religion, age, sexual preference, or nationality.  We strive to
create an environment in our practices and at our national meet-
ings where either implicit or explicit sexism is not acceptable,
just as we shun racist language or imagery in these venues.
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Upcoming Educational Programs 2014
ASMS Basic
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The goal of this course is to introduce the principles of maxillofacial 
surgery, with a unique emphasis on the topics of dental anatomy, 
occlusion, dental impressions, orthodontics and prosthodontics, 
orthognathic surgery and maxillofacial trauma. 

Over half of the course is devoted to unique “hands-on laboratories” to 
teach plastic surgeons the basics of taking impressions and working 
with dental models, cephalometric analysis, osteotomies and plating 
techniques. All plastic surgeons should consider taking this course as 
part of their core curriculum in maxillofacial surgery.

More info to come! Pass along to colleagues!   

May 30-June 1, 2014

New York University
New York, NY

August 15-17, 2014

Northwestern University
Chicago, IL

To learn more about any ASMS educational program visit maxface.org/Educational-Programs/



The pre-conference symposium is an annual one-day didactic conference 
organized by the American Society of Maxillofacial Surgeons to present 
specific topics – usually with a unifying theme – concerning the care of the 
patient with maxillofacial concerns. 

Topics have related to common maxillofacial procedures performed by plastic 
surgeons and range from traumatic injuries, to reconstructive problems, to 
aesthetic concerns.

News, Job Listings, 
Membership, 
Education 
Information and 
much more!

The ASMS Website www.maxface.org

Mark Your Calendar 10/9/2014

ASMS Pre-Conference Symposium
October 9, 2014

At the Plastic Surgery Meeting
Chicago, Illinois

To learn more about any ASMS educational program visit maxface.org/Educational-Programs/


