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Hairline evolution as simple as ABC/123
William R. Rassman, MD Los Angeles, California, USA; Jae P. Pak, MD Los Angeles, California, USA; 
Jino Kim, MD Seoul, South Korea wrassman@newhair.com

Hairlines show a migration from a basic concave shape at a well-defined anatomical position in early childhood 
to significantly different shapes and positions as an individual ages. For understanding the focus of this paper, 
you should not focus on traditional patterns of hair loss as defined by Norwood and Ludwig, although Ludwig 
showed hair in the frontal hairline zone when significant female balding was present.1,2 Hair loss will not be ad-
dressed, but rather the normal evolution of a hairline in non-balding and balding people will be covered. In addi-
tion, the changes in the hairlines 
that are discussed here are not a 
reflection of the “disease” we 
often attribute to androgenetic 
alopecia. (See Figure 1.)

All young children, no mat-
ter what racial identity, start 
with a concave hairline shape. 
The midline always lies just 
above the crease of the furrowed 
brow. This concave hairline 
shape evolves as the hairline 
recedes upward and laterally with age. At the sides of the hairline just above and in front of the ears, there are 
temple mounds that appear as the side hairline recedes from the smooth continuation of the leading edge of the 
hairline. The temple mounds are buried within the smooth continuation of the leading edge of the hairline, not 
showing a “mound shape” while the full concave juvenile hairline is present.  In a child’s hairline, there is never a 
widow’s peak or temple peaks because the hairline is always a continuous and smooth circular shape hiding what 
may eventually become temple mounds, temple peaks, and a widow’s peak. We studied the hairlines of 1,051 
children from their annual school yearbooks to draw this conclusion.4 
We also studied hundreds of boys’ and girls’ swim teams posted on 
the internet and we viewed a large number of Olympic athletes on TV 
at the 2012 Olympics. We extended our search to shopping malls and 
airports studying men and women passing by. It was clear from these 
randomized observations that the hairlines of men and women vary 
in patterns and that these patterns reflect a classic phenotype that is 
most certainly tied to the genetic proclivities of the anatomic hairline.  

Areas such as the widow’s peak and the temple peaks appear as the 
hairlines recede and arise from within the confines of the concave child’s 
hairline. The shape of these peaks, when they remain, must certainly 
reflect a different genetic code than the surrounding areas (the hairline 
zone lateral to the widow’s peak and the hairline zone above and below 
the temple peaks). For labeling purposes (see Figures 2 and 3), we have 
identified what we believe are the areas of interest and illustrated them. 
We divided the hairline into Zones D and E with distinct lines along the 
borders of the leading edges of these zones (A, B, and C). The widow’s 
peak and temple peaks are found within Zones D and E. Figure 4 shows 
(1) a typical example of a concave hairline in a 40+-year-old female 
that almost certainly reflects her original hairline from childhood with 
some early thinning of the leading edge and (2) another 40+-year-old 

Figure 1. Hairline zones and area locations.4

Figure 2. Hairline Zones D and E show where the temple 
peaks and the widow’s peak will appear with aging.

Figure 3. The hairline areas are divided into A, B, and C, 
and the hairlines levels are divided into 1, 2, and 3. 
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I am honored and privileged to serve as the 21st president 
of the ISHRS. Twenty-one years is a long time and the vision 
of a society that Dow Stough and O’Tar Norwood first con-
ceived has flourished and become the most important global 
reference point for hair restoration surgery and science in the 
world today.

We are doing something right. Our membership is increasing and represents 68 
nationalities. This international growth is both an opportunity and a challenge.

How can we do it better? Each president brings to the table his own experiences 
and the goals towards which he works during his term. As an Italian, I know firsthand 
that each nation and region is unique, and the ISHRS cannot have a “one size fits all” 
approach if it is to serve its members well.

We see the growth of national and regional societies in the field of hair restoration 
as a positive sign that our specialty is maturing and that there is a need and demand 
for doctors to come together and share information.

The ISHRS has a Global Council where the representatives from all the national 
and regional societies get together during our annual meeting and discuss the issues 
that are relevant to them. I see a benefit to the expansion of that international dialogue. 

In that spirit I am planning to attend as many local meetings and workshops as 
possible to see and hear what you’re doing and to have you tell us what we can do to 
help you grow. Beyond that, I ask all of you to please contact me with your thoughts, 
ideas and concerns. The more input we have the better we will serve.

Our annual meeting in San Francisco broke all previous attendance records and 
that’s a reflection of the dedication of Drs. Carlos Puig, our immediate past president, 
Robert True, the Program Chair, and all the other physicians and assistants who 
worked so hard to make the meeting outstanding in its scientific and educational 
content while, in addition, providing opportunities for social networking and rela-
tionship building.

I would like you to look forward to Bangkok, Thailand, November 12-16, 2014 to 
build upon San Francisco’s success. Dr. Damkerng Pathomvanich, the Program Chair, 
is already thinking about innovative initiatives, but a great meeting comes from the 
participation of the membership. I invite you to put yourself out there. Volunteer to 
participate beyond just presenting papers. Become part of the team that creates the 
kind of meeting you want to attend.u

President’s Message
Vincenzo Gambino, MD Milan, Italy
vincenzogambino@vincenzogambino.com
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Warmest wishes for a 
happy, healthy 
holiday season!
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I bid a fond farewell to the Forum. 
It has been a momentous three years as 
editor not least because of the tremendous 
support of great partners in this task, my 
co-editor Bill, the regular columnists, and 
most of all our wonderful managing editor, 
Cheryl Duckler. The amount of patience 
she has with us submitting articles that we 
have attempted to edit for grammar, punc-
tuation, accuracy, etc., is amazing. But it is 

also important to recognise the efforts of those who send in their 
articles. I know that it takes hours of work to write an article, so 
we are grateful for the support we have had. And special thanks 
to those who have written articles at our request when we have 
run short of submissions. If you wonder why some people seem 
to have a lot of publications, it’s sometimes because they are the 
ones who always come through at our request.

So please keep the articles coming for the new editors. I of-
ten get people coming up to me and saying I disagree with such 
and such an article or that last article on … didn’t have much 
substance or why did you publish a certain person’s article. But 
remember, we are not a peer-reviewed publication as such, and 
we are not inundated with submissions, so unless an article is 
of little educational value or too poorly written, then it usually 
gets accepted. Those same people who criticize, I challenge to 
send in their own articles. And those who have reliably written 
in to help us out, please give your continuing support to the 
incoming editors.

Reflections from 20 years of HT

Ozymandias
I met a traveller from an antique land
Who said: `Two vast and trunkless legs of stone
Stand in the desert. Near them, on the sand,
Half sunk, a shattered visage lies, whose frown,
And wrinkled lip, and sneer of cold command,
Tell that its sculptor well those passions read
Which yet survive, stamped on these lifeless things,
The hand that mocked them and the heart that fed.
And on the pedestal these words appear—
“My name is Ozymandias, king of kings:
Look on my works, ye Mighty, and despair!”
Nothing beside remains. Round the decay
Of that colossal wreck, boundless and bare
The lone and level sands stretch far away.’ 
—Percy Bysshe Shelley

Doesn’t, at least occasionally, this nihilism whisper as a 
background threat to any thinking person? We spend so much 
of our lives in some capacity in hair transplantation (HT), how 
we live HT likely has a lot to do with our sense of nihilism as 
we approach the finish line. I’m going to approach this subject 
from a physician’s perspective, but it applies to any of the roles 
in a transplant practice as we all agree on the importance of each 
team member. So, how are we going to approach our chosen path 
as a physician, that of the HT surgeon? What will the quality of 
our last breath be?

The great thing about the ISHRS is that if you work hard for 
the Society, you will get plenty of encouragement and help from 
the leaders in the field. I get great inspiration and encouragement 
from many colleagues, but I need to give a special thank-you to 
Richard Shiell who has been a personal advocate and a wonderful 
role model, who never lets anyone down, and even in retirement 
takes an active role in discussion groups and writing. I hope that 
when I reach the age of 75 I will have the passion and enthusiasm 
that he has, too.

Finally, what do I personally get out of reading the Forum? 
I find it a great source of educational material and a good way 
to debate topical controversies. I recently reviewed some of the 
more recent Forum editions when I had to re-sit the ABHRS 
exams, and I found this a very useful exercise. Controversies 
seem to be coming more to the forefront in our field or per-
haps they were always there but we are just more aware of 
them with all the quick forms of communication to hand.  A 
recent amusing or alarming story: A patient was consulting 
for a hair transplant procedure and was told that if he signs up 
right away he will get a free TV! Now I have heard a lot of 
sales pitches over the years, but that has to take top prize for 
being an unsuitable offer. Needless to say, the patient was not 
very impressed by this very unprofessional offer and sought 
advice elsewhere. Read more on these types of issues in Russell 
Knudsen’s column. And then please sit down at your keyboard 
and let us know what you’re thinking or what you’re doing to 
maintain a successful practice.u

I mentioned Aristotle in an editorial a couple of years ago 
and find his logic compelling. (I also feel that Zen and the Art of 
Motorcylce Maintanaince adds an additional layer of refinement 
and recommend it as a read or reread. I find it even more compel-
ling than when I read it in my early 20’s.) Aristotle maintains 
that a life that thrives (eudaemonia ) is one that utilizes well the 
gift that is most unique to that particular entity. In the case of a 
bloodhound, it is getting to be on scent; in the case of humans, 
it is our ability to reason, and, in the case of the physician, it is 
the skill in healing our patients.

What does this look like with respect to HT? Striving to be 
the archetypal physician…sure, but how to pay the rent and the 
many other expenses? This dynamic struggle with being a busi-
nessman as well as the physician we aspired to be in our youth 
raises interesting tension: The reality of an elective cosmetic 
practice is that you can start making money immediately by 
being hired by businessmen and, as long as they aspire to allow 
you to be your best physician self, all is good. Perhaps, and not 
unreasonably, there is uneasiness about expecting a businessman 
to have the same ideals as the physician year in and year out. 
The alternative, then, is that you do the business yourself. The 
bad news is that you need cash flow from something other than 
HT for a few years before you can make the necessary income 
from HT exclusively, for example, as a dermatologist, a GP, or 
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Bernard Nusbaum, MD
Editorial Guidelines for Submission and 

Acceptance of Articles for the Forum Publication

1. Articles should be written with the intent of sharing scientific 
information with the purpose of progressing the art and science 
of hair restoration and benefiting patient outcomes. 

2. If results are presented, the medical regimen or surgical tech-
niques that were used to obtain the results should be disclosed 
in detail.

3. Articles submitted with the sole purpose of promotion or 
marketing will not be accepted.

4. Authors should acknowledge all funding sources that supported 
their work as well as any relevant corporate affiliation.

5. Trademarked names should not be used to refer to devices or 
techniques, when possible.

6. Although we encourage submission of articles that may only 
contain the author’s opinion for the purpose of stimulating 
thought, the editors may present such articles to colleagues 
who are experts in the particular area in question, for the pur-
pose of obtaining rebuttal opinions to be published alongside 
the original article. Occasionally, a manuscript might be sent 
to an external reviewer, who will judge the manuscript in a 
blinded fashion to make recommendations about its accep-
tance, further revision, or rejection. 

7. Once the manuscript is accepted, it will be published as soon 
as possible, depending on space availability.

8. All manuscripts should be submitted to editors@ishrs.org.
9. A completed Author Authorization and Release form—sent as 

a Word document (not a fax)—must accompany your submis-
sion. The form can be obtained in the Members Only section 
of the Society website at www.ishrs.org.

10. All photos and figures referred to in your article should be sent 
as separate attachments in JPEG or TIFF format. Be sure to 
attach your files to the email. Do NOT embed your files in the 
email or in the document itself (other than to show placement 
within the article).  

11. We CANNOT accept photos taken on cell phones.
12. Please include a contact email address to be published with 

your article.
Submission deadlines:

February 5 for March/April 2014 issue
April 5 for May/June 2014 issue
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After 40 years in the field, I retired from surgical practice in 
December 2006, and this has allowed me to look at our profes-
sion from a more unbiased perspective. I hope that readers will 
permit an old surgeon a few observations. 

Some things, like the scalp blood supply and human nature, 
never change and our newer readers need to be reminded that 
rules devised by the past two generations of surgeons should be 
ignored only with great caution. 

Blood Supply
The number of hair follicles that can be transplanted success-

fully in each square centimeter in a single session is still hotly 
debated, but it is generally conceded that if you are implanting 
greater than 25 FUs per square centimeter, then one needs to have 
a very small slit to avoid excessive vascular damage. Implanting 
into tiny slits requires considerable experience, first to find the 
slits and then to get the tiny follicular units to remain in place. 
Furthermore, dense grafting requires a very adequate blood sup-
ply, so areas that have been long bald or have cicatricial alopecia 
should be grafted more sparsely initially and revisited six months 
later for added density. 

Human Nature
Most balding men have no strong desire for hair replace-

ment of any type and will decline lotions, potions, pills, wigs, 
or transplant, even if free. On the other hand, about 2% of the 
male population feel precisely the opposite and will go to great 
lengths and expense to regain hair. This makes them very grate-
ful patients but also vulnerable to quacks and shysters as well 
as to bona fide medical practitioners with big reputations but 
inadequate training. Many of us have had to repair transplants 
performed by eminent and even world-famous plastic surgeons 
who have felt that a 15-minute review of a surgical paper on hair 
transplantation or a video seen at a surgical meeting is the only 
instruction that they ever require. 

Nothing could be further from the truth. This may have 
been the way that we pioneers learned the craft 40 years ago, 
but this is no longer appropriate today. Whether it is plastering 
a wall, painting a fence, or removing a wart, adequate detailed 
instruction is essential if the task is to be done well. For cosmetic 
procedures, one would think it obligatory, yet many surgeons 
will undertake transplants or even long scalp flaps with only 
rudimentary instruction. 

I know that I am at this point “preaching to the choir” as 
you, my readers, have already become members of the esteemed 
ISHRS and have probably attended many meetings in the past. 
New techniques will arise in the future, however, and I plead 
with you to take the trouble to seek adequate instruction before 
attempting these, rather than thinking it has all been covered in 
a 7-minute presentation at a meeting or in a paper in the Forum. 
There is always so much that is left out of these brief presenta-
tions, and it is only after you are puzzled by a poor result that 
you learn of your omission or oversight. Believe me, I have been 
there and made the mistake of overconfidence and know that even 
a full week of instruction is not adequate with some techniques 
because patient scalps and requirements vary so much.

notes from the Editor Emeritus
Richard C. Shiell, MBBS Melbourne, Australia richard.shiell@gmail.com

Things That Have Changed During My 
45 years in the Field

There have been a myriad of changes 
in techniques over the past 45 years, but 
with the graying and decrease of hair 
density within old 4mm plugs, transplants 
performed four decades ago can still look surprisingly effective. I 
know because my early patients were frequently personal friends, 
and we have kept in touch. Their bald areas have become larger 
of course, and most early patients have had additional graft ses-
sions or lateral scalp reductions over the years. Some also have 
had the benefit of single-hair grafts to soften a hairline.

Graft preparation. In the early years, grafts were cut with a 
4.0mm biopsy punch. Smaller and larger sizes had been tried, 
but larger grafts often had internal areas of necrosis, resulting in 
a donut shaped ring of hair growth. Small grafts always seemed 
a great idea, but we were unable to cut these without significant 
damage and subsequent poor growth. Despite vast improve-
ments in punch design, sharpness, and motorization, small grafts 
remained out of common usage until the 1980s. Good, small 
grafts were finally produced by individual dissection of the 4mm 
plugs into “quarter grafts” each containing around 5-7 hairs or 
“micrografts” with 1-2 hairs. 

The advent of AIDS, and the recognition in the early 1980s 
that the causative agent was blood-borne, was a cause of much 
concern. It quickly led to the demise of the mechanized punch, 
which, with its fine spray of blood and atomized particles, was 
seen as potentially hazardous. We switched to strip removal of 
the donor site. Multi-blade scalpels were devised to remove strips 
that were then cut into square grafts or slit grafts of various sizes.

By the late 1980s, Dr. Bobby Limmer showed us that very 
small grafts could be prepared from strips with minimal damage 
under binocular dissecting microscopes. This was time-consum-
ing but gradually became the method of choice, especially with 
the recognition that hairs seldom grew individually, but rather 
they grew in naturally occurring anatomical clusters of 1-4 hairs. 
These were eventually termed “follicular units” and it was sug-
gested by some that to use any older method was the path to a 
“follicular holocaust.” Although the small unit produced results 
that were obviously superior in the short-term, did grafts deprived 
of so much protective fat, sweat glands, and other tissue continue 
to grow well into the future? Much debate continues to this day.

Density of hair growth. Following several sessions of plug-
grafts 9×4mm plugs could be inserted into 3.5mm holes in each 
square centimeter of hairline producing a theoretical density of 
around 200 hairs per square centimeter. Although such density 
has been claimed in practice, most of us were not able to regularly 
achieve this due to poorer hair yields after the first or second 
sessions of grafts.

Using selected 3-hair FUs and a density of 80 per square 
centimeter, the new generation of hair transplanters claimed to 
achieve similar density or better in a single session. Once again, 
a great deal depended on the suitability of the patient’s donor 
hair and scalp and the great skill of the operating team. All talk 
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of follicular holocaust and worries about AIDS virus seems to 
have been long forgotten as FUE experts claim over 95% success 
rates with their tiny punches, which are sometimes motor driven.

Donor area scarring. In the past half century, we have 
turned full circle from where 4mm holes were left unsutured, to 
now, where FUE holes of around 1mm diameter are also left to 
granulate. In the intervening years, we have had a vast array of 
suture and scar minimization techniques.

In spite of the great deal of internet discussion about donor 
area scarring, those of us with extensive experience found that 
less than 2% of our patients had a problem with their scars, and 
correction was rarely requested.

Drugs. There have been endless recipes for hair restoring 
lotions and potions since the days of the ancient Egyptians, but 

minoxidil, finasteride, and dutasteride are the only ones to pass 
scientific scrutiny for safety and relative effectiveness. In fact, 
finasteride is still in the firing line as a small number of patients 
claim persistent adverse side effects.

Patient attitude and demands. A few coarse plugs along a 
hairline is no longer acceptable as it was 40 or even 30 years 
ago, and much more refinement is now necessary. Near perfec-
tion is possible with modern techniques, but, as techniques have 
improved, more patients with obsessive streaks now attend for 
advice and possible surgery. The surgeon has to be on guard 
for those with Body Dysmorphic Syndrome who may not be 
happy with a result that would be considered first rate by most 
other patients and surgeons. Many revisions may be necessary 
before this patient is satisfied, or more likely moves on to another 
surgeon. Whatever our age and degree of experience, we will 
occasionally be caught by such patients.u

doing emergency medicine. I have heard physicians say that they 
couldn’t be a successful businessperson. I would like to reas-
sure them by saying, “If I can do it, for sure, you can do it, too.” 
What is a very sweet reality is the beauty of how simple it is: 
just persevere with the intention of trying to be the Aristotelian 
archetypal physician! Patients want to be treated by a physician 
who cares more for the patient than many businessmen can.

Three pieces of advice that enlightened businessmen (they 
do exist) have given me over the years: 1) Try to give the patient 
more than they expected whether, for example, it be in free grafts 
or generous amounts of your time. 2) It has taken probably hun-
dreds of dollars of marketing to result in the prospective patient 
to sit across from you in consultation. That person is highly 
motivated to do a procedure with you or (s)he would not have 
gone to the effort to come see you. In view of these two consid-
erations, be generous with your time. Additionally, if you treat 
them with providing the education and fairness that you would 
want were the tables reversed, you need think of nothing more 
about your “sales technique.” 3) Finally, treat your employees 
generously. They are valuable, critical assets to your practice and 
the amount of effort and lost time and quality required to train 
their replacements will drive that point home. 

So much for Aristotle’s advice to thriving as a physician. 
How about, his Reasoning as the highest function of the human? 
There are many unanswered questions to be the objects of your 
reasoning in hair transplantation, even more now that FUE is 
coming online: When should a strip or FUE harvest be performed 
in lieu of the other? Is the number of grafts available in the donor 
comparable in FUE vs. strip? Is survival comparable? Is FUE 
better with implanters, or from full or limited depth extraction? 
Is there harm to the circulation with full depth extraction? Is 

this avoided with superficial depth extraction? How does a 
surgeon learn the complexities of defining the “safe donor,” 
which necessitates considering hair fiber diameter, hair/skin 
color contrast, curl, age of patient and estimated final degree 
of hair loss? Should small test cases be performed to see how a 
particular patient heals with a given punch size? (Scarless sur-
gery can happen and is certainly a sought after holy grail.) Are 
storage solutions important? PRP? ACell? Nutritional supple-
ments? Lasers? Are lasers safe? You no doubt can add to the 
list…skinny vs. chubby grafts, the role of multiunit grafts, and 
so forth. Pick the question that interests you perhaps in concert 
with your colleagues in the ISHRS and enjoy eudaemonia: 
strive, enjoy, and thrive.

This is my last editorial as I head into retirement. I want to 
thank all of the bright, generally well-intentioned minds that 
I have been privileged to work with over the last 20 years…
teachers, foils, colleagues, my team members in my practice. I 
believe more than ever that the ISHRS can be the focus for an 
ongoing confederation of private practitioners who will make a 
huge difference not only for the refinement of our specialty but 
also as a force to help each of us strive to become whatever it is 
that will make us comfortable with the nature of life that on one 
level is the nihilism so beautifully articulated by Shelley. I won-
der if Ozymandias ever evolved beyond the lust for power that is 
a common mirage for many of us in our lifetimes. Has Shelley 
convinced us that at least one approach to life doesn’t work? 
Can archetypal forces such as the Physician prevail over lust for 
power and the direction dictated by money from venture capital 
and established corporate entities? Does the journey described 
by Aristotle using Reason and the archetype of physician sound 
fulfilling? My best wishes to each of you as your path unfolds 
before you…one day at a time.u

Reed Message
d from page 199
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female with an intermediate hair-
line, persistent widow’s peak, and 
prominent temple mounds. 

Imagine a line directly between 
the child’s concave hairline and 
the male’s  convex mature hairline. 
I will call the line between these 
two hairlines the “intermediate” 
hairline. In the midline, the dis-
tance between the child’s leading 
concave edge of the hairline and 
the location of what may eventu-
ally be termed the mature hairline 
of the male reflect a distance of 
approximately 2cm at the midline 
in the adult. These two zones can 
be divided into a superior zone of 
about 1cm in height (Zone E) and an inferior zone approximately 
1cm in height (Zone D) as well. As the widow’s peak lies in these 
zones (Figure 5), the widow’s peak can never exceed the height of 
these two zones (~2cm). If the height of the widow’s peak is less 
than 2cm in length, the broad base part of it always exists in Zone 
E and the inferior narrow point may extend inferiorly into Zone 
E alone, or Zone D and E, which would make it larger and more 
prominent visually. The temple peaks emerge from the concave 
juvenile hairline and, when they are present, they are always in 
Zone E and sometimes extend to Zone D.

For label-
ing purposes, 
we have de-
f ined  th ree 
hair l ines in 
F i g u r e  5 : 
(1) the juve-
nile hairline 
( w h i c h  i s 
found in all 
ch i l d r en  a t 
some point early in their development), which borders the high-
est crease of the furrowed brow and should be called the concave 
hairline, (2) the convex hairline (often called a mature male hairline 
in men with its highest point located superior to the lateral orbital 
rim), and (3) an intermediate hairline (a hairline midway between 
the convex and concave hairlines, directly between Zones D and E).

We identified important areas of the hairlines medially to 
laterally. Along these areas, we identified points that allowed 
us to divide the hairlines from the medial position to the lateral 
position as labeled (Figure 3):
• The frontal medial area, which we will call Point A (the 

central point of Area A) 
• The “corner” hairline, which we will call Point B (the central 

point of Area B). Point B is defined by a line drawn approxi-
mately and superiorly to the lateral orbital rim.

• The side hairline area in front and superior to the ears (the 
mound area), which we call Point C (the central point in Area 
C). The mounds emerge from the lateral migration of Point C1 
in Area C and the superior migration of Point B1 in Area B.

The widow’s peak is always found directly in the middle of 
Area A at Point A, and it emerges as Zone D (and occasionally 
Zone E) recede. The mature male hairline is convex in shape. The 
highest point of the mature hairline’s convexity is found in Area 
B, and it is the most superior point of the convex shaped hairline. 
The place where the temple mounds originally existed on the side 
of the hairline (in front and superior to the ears) is in Area C.  

If this is put together with the numbered hairlines, the central 
area (depending where the hairline is located with respect to the 
juvenile hairline) goes from A1, which may recede upward to A2, 
reflecting the intermediate hairline, which has a flat frontal shape 
rather than a concave one. The actual locations of the hairlines 
(inferiorly to superiorly) have been labeled Points 1, 2, and 3 in 
Areas A, B, and C, where Points A1, A2, and A3 range from the 
midline of the concave hairline to the lowest most medial point 
of the convex hairline. Points C1, C2, and C3 are the most lateral 
points of the side hairline. When Areas A, B, and C are combined 
with Points 1, 2, and 3, we can precisely identify the position on 
a hairline in its various iterations. Point A1 is the midline of the 
juvenile hairline location at the crease of the furrowed brow. Point 
A2 is the midline location of the intermediate hairline and Point 
A3 is the lowest midline position of the mature vertex hairline that 
we often refer to as the mature male hairline (~2cm from Point 
A1). Although the nomenclature referencing the “mature male 
hairline” is somewhat standard for our industry and does not ac-
count descriptively for females, the authors recognize it is a poor 
choice of terms, so we prefer the term convex hairline, which is a 
unisex description.

The authors believe that Zones D and E are independently 
genetically coded from the areas where Norwood and Ludwig 
focused their attention. We have much evidence for this. Women 
with androgenetic alopecia and thinning of the front, top, and 
crown area of the head often do not show thinning in Zones D and/
or E. On rare occasions, we see the persistence of Zones D and E 
in men who have significant patterned loss, particularly notice-
able when the patient shows a Norwood Class VII pattern. We 
have seen men use a comb-back very effectively with persistent 
Zones D and E, even with a complete Norwood Class VII balding 
pattern. The temple peaks, which are located in Zone E, extend 
to Zone D some of the time. They may persist through the life of 
the individual and can appear quite prominent, even when there is 
advanced balding present in the male or female. The persistence of 
the temple peaks in the face of advanced balding patterns strongly 
suggests different genetics to the hair behind the hairline.

The forelock may be incorporated into the frontal area where 
the balding patterns extend inferiorly, but, frequently, they do not 
disappear in the defined Norwood patterns. There are many people 
who retain their forelock, even with frontal balding. These persis-
tent forelocks vary in size and can be as small as an inch in diam-
eter with an oval shape to as large a section that almost reaches the 
lateral fringe area in the front of the scalp and extends from Point 
A1 back as far as 10cm or more from the leading frontal hair-
line edge (Fig-
ure 6). These 
forelocks may 
i nco rpora te 
the widow’s 
p e a k   a n d , 
when they do, 

Figure 4. Two  40+-year-old females, 
one with a persistent concave hairline 
and one with unusually prominent temple 
mounds and widow’s peak, with an 
intermediate hairline. 

Figure 5. Three hairlines are shown (concave, intermediate, and 
convex). Note the position of where the widow’s peak and temple 
peaks would be found, when present. 

Figure 6.  Forelock sizes vary inferiorly, laterally, and superiorly. 
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the peak defines the lowest point of the forelocks, which often 
exptend posteriorly into Zones D and E. Forelocks are particu-
larly important from an artistic point of view because, if they are 
large enough, they create a good frame to the face. In the 1980s, 
Dr. Manny Merritt would create isolated frontal forelocks with 
a large number of smaller grafts (500 or so) as a substitute for a 
full frontal hair transplant reconstruction, and the results looked 
very good for the 1980s. Frontal forelocks run in families, and, 
if they persist until the male patient reaches ~35 years of age, 
the forelock will likely remain into old age despite progressive 
balding throughout the frontal area. When you see such patients, 
ask them who in their family have a frontal forelock and you will 
often find that these forelocks were present in the fathers and/or 
grandfathers even when advanced balding was present. 

Hair direction at the hairline changes by zone. In Zone D, the 
hairs often point acutely downward and laterally in almost the 
same direction as seen in the side hairs of the temple mounds. In 
Zone E, there is a transition of hair direction from the downward 
and lateral pointing hairs found in Zone D to a progressively more 
medial and forward pointing direction of hairs in the upper part 
of Zone E (not shown). 

In Figure 7 (the official gov-
ernment picture of Paul Ryan), 
the direction of the hairs at the 
A2 hairline retain much of the 
direction dictated by Zone D in 
his intermediate hairline. The 
widow’s peak remains strong 
and points slightly to the right.  
If Mr. Ryan would recede further 
upward with the formation of 
a convex hairline, the direction of the hairs would most likely 
point forward and parallel to the horizon. The hair direction in 
Zone E therefore transitions from the more lateral and downward 
directions found in Zone D to the mature hairline location (point-
ing forward and parallel to the horizon) that run from position 
A3 laterally about 5cm on either side. At Point B3 of a convex 
hairline, the hair direction quickly shifts laterally in a transition 
zone of about 1cm wide where we would see the formation of 
a “part” that makes the hair fall to the side and layer laterally. 
Look carefully at women who retain their concave hairlines and 
you may see the whole story on hair direction in the hairline on 
just one woman’s head if you examine hair directions in Zones 
D and E (see Figure 4).  

In a study of 360 women, Nusbaum reported 83% have a 
widow’s peak by the age of 40.3 That means that 83% of women 
have lost hairs in Zone D and possibly in Zone E. Hairline recon-
struction with hair transplants or hairline lowering procedures 
often address hairlines that have receded to Points A3 and B3, 
or in women who have had a very high hairline in Areas A and 
B since childhood, where Point A1 may still hug the lowest 
crease of the furrowed brow. In the latter group, I am sure that 
when these women were very young (e.g., 5-7 years old) they 
probably would have shown that the highest crease of the fur-
rowed brow was unusually high. They will almost always give 
a history of a high hairline since childhood, and the surgeon will 
often elicit a family history of a high hairline in these instances. 
We see females complain that they are balding at Point B3 and 

want that area filled in with hair transplants. Balding at Point B3 
is fairly common in women as they age and even more common 
in women who had brow lifts and face lifts.  

Rather than show example after example of variations in 
hairline presentations, be assured that mix and match combina-
tion of hairline “point locations” can reflect some combination 
of A1-3, B1-3, and C1-3, and the variations in the appearance 
of a hairline can vary widely. Hairline recession to Point C3, 
for example, may not conform to Point B3 on the same person.

To exemplify these zones, lines, and points, we have used 
two pictures of public figures, which are easily accessible from 
public sources, as well as pictures of non-public figures. We have 
taken the liberty to draw the concave hairline into some of these 
pictures to help you understand the changes in the appearance 
of these hairlines since childhood.

Figure 8 shows 
in intermediate 
hairline in former 
vice presidential 
candidate  Paul 
Ryan and is com-
pared to the hair-
line of a young 
woman who also 
has an upward 
eroding interme-
diate hairline. The juvenile hairlines have been drawn in by the 
authors. The female (photo on the right) is actually undergoing 
a transitional balding process with thinning to Areas B3 and the 
superior part of C3. In both pictures, a subtle suggestion of a 
temple peak can be seen emerging from the temple mounds in the 
lateral hairline in area C. Mr. Ryan has not evolved temple peaks. 

Figure 9 shows 
a patient before 
and after a trans-
planted intermedi-
ate hairline. She 
wanted to bring 
back her juvenile 
concave hairline 
and Dr. Jino Kim 
accommodated 
her request. Note 
the direction of 
the hairs in the af-
ter picture, which 
reflects a normal 
hair direction for 
Zone D.

F i g u r e  1 0 
shows former president Clinton’s 
present hairline. Pictures avail-
able in archives show a complete 
concave juvenile hairline when 
he was governor and during his 
early presidential years. There 
are many pictures that show off 
the highest crease of his furrowed 
brow during emotional moments, 
which is exactly where we drew in his concave juvenile hairline on 

Figure 7.  Intermediate hairline of former 
vice presidential candidate Paul Ryan 
shows the direction of hair growth.

Figure 10.  Former president Bill Clinton 
shows hairline characteristics defined 
in text. 

Figure 8. Intermediate hairline of Mr. Ryan (left) and 
unidentified female (right). The female is undergoing thinning 
toward a convex hairline and Mr. Ryan shows an emerging 
intermediate hairline. 

Figure 9. Surgical restoration of a concave hairline from 
a patient who did not like her intermediate hairline (top) 
(before and after photographs). Hair direction shown with 
arrows (bottom).
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the figure. His present hairline is changing and he has retained what 
appears to be a weak widow’s peak. Zone D seems to be receding 
at the sides of the widow’s peak in the hairline area. Point B1 is 
receding to Point B2.  His temple mounds are evident but still intact, 
but their early appearance indicates that Point B2 is transitioning 
upward along with the upper part of Point C1. Mr. Clinton shows 
that hairlines continue to evolve as we age. 
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Facial aspect ratio and the split face photo
Bradley R. Wolf, MD Cincinnati, Ohio, USA wolf@wolfhair.com

The aspect ratio of an image describes the proportional 
relationship between its width and height. As hair and its con-
tributing height is lost in the hairline and frontal scalp, the aspect 
ratio of the face is altered making it appear shorter and wider, 
changing the picture of the human face as viewed by others. 
Hair transplants, when done correctly, allow patients to regain 
their facial aspect ratio, making it appear taller and thinner. Split 
face photos show the positive change in facial aspect ratio that 
properly performed hair transplants can achieve.

The aspect ratio is commonly expressed as two numbers 
separated by a colon, as in 16:9, for an x:y aspect ratio, no matter 
how big or small the image is. If the width is divided into x units 
of length and the height is measured using this same length unit, 
the height will be measured to be y units. Two common video 
graphic aspect ratios are 4:3, the universal video format of the 
20th century, and 16:9, universal for high-definition television 
and European digital television (Figure 1).¹ A 4:3 aspect ratio 
means that for every 4 inches of width in an image, you will have 
3 inches of height. In mathematical terms, that comes out to the 
screen being 33% wider than it is high. A 16:9 aspect ratio means 
that for every 16 inches of width in an image, you will have 9 
inches of height. Unlike the 4:3 aspect ratio, a 16:9 aspect ratio 
is 78% wider than high.

When viewed from the front, the human face, and its im-
pression on the viewer, is shaped by the anatomical position 
of its components. The eyes, ears, nose, and mouth vary little 
in location from person to person giving the viewer a predict-
able picture of the human face. If one or both eyes or ears or 
the nose or mouth is substantially altered or absent, the result 
is often considered grotesque. The position of the hairline and 
its relationship to other anatomical features varies from person 
to person more than the other facial features mentioned above.

When part or the entire hairline is lost, it is considered a 
natural change due to aging. What actually occurs is that with 
loss of hair in the horizontal hairline and vertical temporal lines, 
the shape of the human face undergoes a progression of changes. 
More flat skin is visible as the hairline moves superiorly and the 
temporal lines move posteriorly, an “unzipping” of the frontal 
temporal angle (Figure 2). This makes the face appear wider 
while loss of the height of hair growing in the hairline makes the 
face appear shorter (Figures 3 and 4). This changes the aspect 
ratio of the face, the relationship between its width and height. 

When the hairline is absent, the superior shape of the face is 
the flat skin in the shape of the round curvature of the skull (Figure 
5). There is no border between forehead and scalp. Subjects who 
have totally lost their hairline lose a portion of their individuality as 

everyone with no hairline and 
loss of hair in the frontal aspect 
have a similar facial shape; all 
that is seen is the skin cover-
ing the rounded skull without 
hair (Figure 6). Individuality 
can be regained by restoring 
the facial aspect ratio of the 
face with properly placed and 
angled hair transplants. 

The face is framed by the mandible inferiorly, the sideburns 
and temporal lines laterally, and the hairline superiorly. With loss 

Figure 1. Two aspect ratios compared using the same diagonal size: photo on the right, 4:3 
aspect ratio; photo on the left, 16:9 aspect ratio.

Figure 2. Unzipping of frontal temporal triangle—superior movement of hairline with 
posterior movement of temporal line.

Figure 3. Hair loss makes face appear shorter and wider, changing the aspect ratio.

Figure 4. Hair loss makes face appear shorter and wider, changing the aspect ratio.

Figure 5. Hairline replaced with flat skin in 
the shape of the round curvature of the skull.

Figure 6. Loss of individuality with loss of hairline and hair.
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face photo shows the change 
in aspect ratio more closely 
(Figure 9). Split face photos 
are difficult to compose. Be-
fore and after photos must 
be taken with one camera, in 
the same room, with the same 
position and lighting. When 
the individual before and after 
photos are taken, the position 
of the patient and angles of the 
images must be similar for the 
combined image to look proportional. I know of no specific com-
puter program to make the photos match perfectly with respect 
to size and orientation. We have used Photoshop to manually 
manipulate and size the photos to make the two halves match. 

In conclusion, as hair and its contributing height are lost in 
the hairline and frontal scalp, the face appears shorter and wider 
as the aspect ratio of the face is changed. This alters the picture 
of the human face as viewed by others. Adding lost hair to a 
patient's hairline and frontal scalp using hair transplants restores 
the facial aspect ratio. Split face photos can give prospective 
patients an idea of the acute changes in general appearance and 
specific and positive change in facial aspect ratio that properly 
performed hair transplants can achieve. The face appears taller 
and thinner by re-creating the hairline, by restoring hair height, 
and by re-creating the prior facial aspect ratio. 

Reference
1. Wikipedia contributors. “Aspect ratio (image).” Wikipedia, 

The Free Encyclopedia. Wikipedia, The Free Encyclopedia, 
7 October 2013. Web. 10 Oct. 2013.u

of the hairline, the top of that frame disappears. When talking to 
another person face-to-face, patients often note that after loss of 
their hairline, there is less eye-to-eye contact as the eye of the 
facing person tends to drift superiorly unstopped by a hairline. 
The natural restoration of that line keeps the eye from drifting, 
centering the focus back on the subject’s eyes. The eyes will 
concentrate on the hairline if it is restored unnaturally by being 
positioned too low or too high or by using grafts that are too big, 
improperly angled, or improperly spaced. This is a common fear 
of many prospective patients. 

A split face photo refers to 
juxtaposing the before image of 
one half of the face against an 
after photo of the contralateral 
half of the face in one combined 
image. When the face is split, and 
the halves of the face juxtaposed, 
the before and after changes 
become dramatic due to this jux-
taposition (Figure 7). While tra-
ditional before and after photos 
show the changes seen after hair 
transplants (Figure 8), the split 

Figure 7. Split face photo shows hairline 
and frontal aspect transplanted, frontal 
temporal triangle re-zipped, facial height 
and width restored. Patient had 4,000 
grafts transplanted in 2 sessions. 

Figure 8. Traditional before (left) and after (right) photos. 

Figure 9. Split face photo shows the change 
is aspect ratio more closely (before (right) 
and after (left)).
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How to use the laxometer
Jae Hyun Park, MD Seoul, Korea jay8384@naver.com

The first genera-
tion Laxometer was in-
troduced by Dr. Parsa 
Mohebi in 2008 and 
the Laxometer II was 
introduced in 2012 (Fig-
ure 1).1,2 Scalp laxity 
measurement using the 
Laxometer is very accu-
rate, so many hair surgeons consider it to be a very useful tool. 
I personally use the Laxometer II for donor design and find it 
very useful.

The Laxometer has a 
mobile part that moves up 
and down, and scalp laxity is 
measured by measuring the 
rod’s gradation that is indi-
cated by tracing the rubber 
ring. When the Laxometer 
is used, measurement is done 
as shown in Figure 2. (You 
can view on youtube how Dr. 
Mohebi uses the Laxometer 
at http://www.youtube.com/watch?v=MUO-uizGzKc.)

However, when laxity is measured in such a way, the Lax-
ometer reflects mainly the downward laxity from some specific 
point. But, in incisional donor harvesting, the downward laxity 
from the upper flap and the upward laxity from the lower flap 
are always different. The upper occipital area of the scalp is 
thinner and shows lower laxity in the downward direction due 
to its being more firmly fixed to the skull. The lower flap shows 
greater laxity in the upward direction.

To confirm this, I measured the scalp laxity in both the down-
ward and upward directions in 150 Korean subjects who visited 
my clinic (Figures 3 and 4). Five points were measured: one point 
was the mid-occipital point on the horizontal plane from the up-
per border of the helix, two points were 4-5cm vertically above 
the mastoid process, and two points were on both temple areas.

As shown by the measurements below, the difference between 
the downward and upward directions is very large:

 Left Left  Right Right 
 Temple Mastoid Mid-occiput Temple Mastoid
Downward 11.48mm 10.90mm 13.16mm 10.45mm 10.26mm

Upward 20.10mm 17.03mm 21.58mm 17.26mm 21.19mm

Upward laxity in the mid-occiput was 8.42mm larger on 
average, and in the maximum case, the difference was as large 
as 15mm in the upward direction compared to the downward 
direction on the same point (downward, 25mm; upward, 40mm). 
Similarly, upward laxity was much larger in both the mastoid 
and temple areas.

Case
A 40-year-old male with male pattern baldness (MPB) Nor-

wood type IV was measured for scalp laxity before surgery. In 
the mid-occiput point, downward laxity was 10mm and upward 
laxity 16mm. The density was about 70 grafts/cm2. It was agreed 
during the preoperative consultation that about 2,500 grafts would 
be transferred. The maximum possible donor length was 28cm.

According to the laxity value by downward measurement, 
the maximum possible amount was 1.0cm×28cm×70grafts/
cm2=1,960 grafts (assuming a rectangular shape in the design). 
On the other hand, if 16mm width is collected according to the 
upward measurement, 1.6cm×28cm×70grafts/cm2 =3,136 grafts 
could be collected in theory.

Figure 1. The parts of the Laxometer.2

Figure 2. Scalp laxity measurement with the 
Laxometer.

A

C

B

Figure 3. Downward direction laxity measurement. A: Placing the Laxometer. B: Mobile 
part movement. C: Reading the measuring rod’s gradation.

Figure 4. Upward direction laxity measurement. A: Placing the Laxometer. B: Mobile part 
movement. C: Reading the measuring rod’s gradation.

A B

C
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In the above example case, it could be considered that the 
“absolute safe donor width” is up to 10mm, and the “relative 
safe donor width” is in the range of 10-16mm.

In fact, I designed with the measurements of 1.4cm×28cm 
for this patient, and there was no tension in the donor closure. In 
total, 2,514 grafts were taken and successfully implanted without 
any complications.

In using the Laxometer, both the upward and downward 
laxity of the specific point should be measured and confirmed.

Conclusion
To measure scalp laxity of the donor area using the Laxome-

ter, both the upward and downward directions must be measured.

References
1. Mohebi, P. How to assess scalp laxity. Hair Transplant 

Forum Int'l. 2008; 18(5):161, 167. 
2. Mohebi, P. The Laxometer: increasing the safety of hair 

transplants that use a large number of grafts. Hair Transplant 
Forum Int'l. 2012; 22(6):226-227.u

I had a very interesting experience this week when a patient 
of mine told me he had received an unsolicited text message to 
his mobile phone from a competitor’s hair transplant clinic that 
he had never contacted. The SMS announced that they had the 
“best transplant prices in Australia” with a special price for the 
months of September and October only.

Intrigued, we called the clinic to ascertain how they had 
accessed my patient’s phone number. It turns out they had pur-
chased a list of mobile phone numbers from someone and had 
then generated a text blast to all the phones on the list.

This led me to thinking about the increasing trend to utilize all 
forms of marketing in our field. Clearly, some types of marketing 
are highly inappropriate (the above is a good example). How-
ever, we need to be aware that in various jurisdictions there are 
marketing practices that are not illegal but might breach Medical 
Ethics guidelines produced by Medical Boards.

In Australia, the Medical Board of Australia (MBA) has 
guidelines suggesting what is appropriate when marketing 
cosmetic surgery procedures. These are not legal requirements, 
though this might change in the near future. The Australasian 
College of Cosmetic Surgery (ACCS) has a Code of Practice 
that mandates what is allowed and disallowed in marketing to 
our cosmetic patients. Breaches of the Code attract disciplinary 
action including fines and, in extreme cases, expulsion from 
the College.

So, what are these MBA guidelines and why do they exist? 
The basis of the guidelines relates to the discretionary nature of 
cosmetic surgery for non health-related reasons. In other words, 
our patients want the surgery rather than need the surgery. The 

guidelines thus discourage time-limited fee 
discounting (what marketers like to describe 
as a “call to action”). The reason for this is 
to allow the patients to take their time to carefully consider their 
decision and not be pressured into quickly making the decision. 
The ACCS forbids time-limited discounting.

The guidelines also suggest a “cooling-off period” between 
the consultation and the time of surgery. A minimum of 7 days 
is suggested in Australia. Again, this is to prevent people from 
being rushed into a decision to proceed. Patients under the age 
of 18 are treated as special cases that need more care and parent/
guardian oversight/consent. A cooling-off period of 3 months 
has been suggested for the underage patients. Another guideline 
refers to the use of photos in marketing where photos should be 
of genuine patients and describe what procedure was performed. 
The use of patient testimonials is also discouraged (the ACCS 
bans any testimonials).

For many of our members, restrictions on advertising/mar-
keting might seem to be an unnecessary interference in how 
we run our business. I believe all the restrictions I am obliged 
to follow are of clear benefit to both patients and myself. The 
patient is protected from unscrupulous marketing and my cred-
ibility, as a surgeon who treats people as patients rather than as 
consumers, is enhanced. In addition, my business is protected 
from unscrupulous competitor marketing. I think it is time we 
all consider what is appropriate marketing in our field and take 
action in our own practices. I believe that we should get our own 
house in order before we are required to do so by government 
or Medical Board regulation.u

Controversies
Russell Knudsen, MBBS Sydney, Australia drknudsen@hair-surgeon.com



Hair Transplant Forum International November/December 2013

210 www.ISHRS.org

FuE Research Committee Chair’s Message
Parsa Mohebi, MD Los Angeles, California, USA pmohebi@ushairrestoration.com

Standardization of the terminology used in FuE: part II
 

John Cole, MD Alpharetta, Georgia, USA; Jean Devroye, MD Brussels, Belgium; 
Jose Lorenzo, MD Madrid, Spain; Robert True, MD New York, New York, USA joselorenzo@injertocapilar.com

Characteristics of the Techniques
Rotating Extraction: The punch is rotated a full repetitive 

360-degree cycle during penetration of the skin. This is usually 
done by motor. 

Oscillating Extraction: The punch is rotated back and forth 
through different arcs and repetitions per minute (RPMs) during 
penetration. This may be done by hand or by a motor.

Rotating and Oscillating Extraction: When rotation fol-
lowed by oscillation is employed during penetration of the punch. 
Rotational speed, arc of rotation, ramp (amplitude from starting 
position to ending position) of rotation, ramp of arc, and duration 
of each individual cycle may be controlled.  

Step Methods: These methods relate the steps that need 
to be applied, with a punch or other cutting tool, to release the 
graft from the surrounding tissue. All methods take a last final 
step common to all the techniques, which is the collection of the 
follicle with forceps or suction: 
• One Step Method uses an extraction punch that is inserted to 

the desired depth in a single incision using a rotational force, 
oscillating force, axial force, or combination of rotation and 
oscillation forces.

• Two Step Method uses a sharp punch to first score the skin 
using a rotational, oscillating, or axial action. Then either the 
same sharp punch or a different punch is inserted through the 
epidermis via the same incision to the desired depth using 
a rotating or oscillating action. The second punch may be a 
different sharp punch or a dull punch.

• Three Step Method uses a sharp punch to score the skin fol-
lowed by a sharp or unsharpened punch to penetrate as in 
the two-step method. Then a needle or other sharp device is 
used to cut the graft free at the base while traction is applied 
with a forceps to remove the graft.   

Sequential Method: The surgeon holds the punch and the 
forceps in both hands at the same time. The grafts are first cut 
with the punch in one hand and then removed with the forceps 
held in the other hand, one graft at a time and in rapid sequence. 

Coring Method: A sharp punch is inserted with a single axial 
force applied along the axis of hair growth without rotation or 
oscillation. Following the initial axial force a tangential force may 
be applied to help loosen the graft prior to removal with forceps.  

Open Method: Also called Lift and Look. The skin is cut 
using a punch to first score around the graft. Next, the cluster is 
pulled from the surface of the skin so that the surgeon can see 
the direction of hair growth and splay. Then a series of maneu-
vers may be used to dissect down along the follicular unit. The 
process may be assisted using suction to clear the visual field.  

Sharp Dissection: This is when a sharp punch is inserted 
along the course of the follicle to facilitate its extraction.

Dull Dissection: This is when an unsharpened punch is in-
serted along the course of the follicle to facilitate its extraction. 
The dull dissection uses a dull punch with an unsharpened edge 
that has a wide wall to allow a wedge-like configuration with 
the aim of separation of the follicles from the surrounding tissue.

Pulling: This is defined as the anterior traction used for the 
removal of the graft, after it has been punched. Grafts may be 
pulled with a one-hand pull with a single forceps, a two-hand pull 
with two forceps, with an ATOE (see below), or with suction.

Scoring: This is a superficial cutting of the epidermis and 
dermis with a punch, to produce a superficial circumferential or 
semicircle incision around a follicular grouping.  

Depth Control: This refers to the utilization of different ac-
cessories on or around the punch to precisely control the depth 
to which the punch can be inserted.  

Limited Depth Extraction: The punch is inserted only to a 
depth of 1.8-3mm, but typically 2-3mm, in order to release the 
follicles from the surrounding tissue with the help of forceps. 
Limited depth extraction minimizes follicle transection.

Full Depth Extraction: The punch is inserted the full length 
of the follicle (from 4 to slightly more than 6mm depending on 
the patient) to meet or exceed the level of the bulbar region of 
the follicular group and completely free the follicle(s). 

Follicle Distortion: This is the physical movement of the 
follicle in reaction to the axial and tangential forces resulting 
from the physical process of follicular unit extraction.  

Axial Force: This is the force applied parallel down the cen-
terline of the hair follicles during graft extraction. When the force 
is evenly distributed, the force is concentric. When the force is 
unevenly distributed, the force is termed eccentric. Because the 
inferior margin of the punch touches the skin first due to angle 
of hair growth, the force is often greater on the inferior aspect of 
the tissue during graft removal. This uneven force often causes 
follicle displacement.

Tangential Force: This is the force applied through rotation 
or oscillation of a punch around a follicle or group of follicles.

Donor Tension or Traction: Tension may be applied to the 
donor area to stabilize the fluidity of the tissue. Tension may be 
applied by a variety of means including the following: tumes-
cence, clamps, or manual or stretching forces applied through 
other means such as tensioners or stapling a latex material from 
one side of the scalp to the other.  

Bulls Eye: This is when the follicles being extracted within 
a follicular group are perfectly centered in the punch during its 
insertion.

ATOE (Aide to Extraction): This is a specialized forceps 
with specialized design, created to facilitate a rapid extraction 
of the previously dissected grafts.   

Delay in Extraction: This is the temporal difference between 

Below is the second part of our series on the standardization of FUE terminology. Part I appeared in 
the September/October 2013 issue of the Forum (Vol. 23, No. 5,  p. 165).
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the time when the punch incises 
the grafts using a single step 
or multiple step process and 
the time when the grafts are 
physically removed from the 
donor area. Following the delay 
in extraction, the grafts may be 
placed in a holding solution or 
reinserted into the scalp immediately.   

Follicle Depth: Defined by the distance from the surface 
of the skin to the full length of the follicle below the hair bulb. 

Time Out of Body: This is the quantity of time between the 
removal of the graft containing one or more than one follicles 
from the donor area with forceps or suction and the reinsertion of 
the graft into the recipient area. The graft may go into a holding 
solution first or it may be immediately placed into a recipient site.  

Punch
Handle: The tool by which 

the punch is held, carried, and 
depth controlled. There are 
some different handles for the 
manual FUE technique, the 
most popular are the Versi 
handle and the CIT manual 
punch handle.  

Cannula Punch: This is a cylindrical 
punch usually made of stainless steel. 

TiN Coated Punch: This is a punch 
whose tip is coated with titanium nitride 
(TiN) so that the punch has a character-
istic gold colored tip. This improves the 
lifespan of a sharp punch. 

Serrated Punch or Wave 
Punch: This is a punch with a 
serrated cutting edge that offers 
many small points of contact with 
the skin. It can also be called a 
triple wave punch (Rassman).

Serrounded Punch: This is 
a very sharp, thin walled punch 
with serrated tips that reduce the 
surface area in contact with the 
skin with the aim to diminish the 
amount of frictional force (Cole 
Instruments).

Classification of Punch by 
Diameter:
• External Diameter of the 

Punch is the diameter from 
the external surface on one 
side of a punch to the external 
surface on the opposite side of the punch.

• Internal Diameter of the Punch is the diameter from the inter-
nal surface on one side of a punch to the internal surface on 
the opposite side of the punch. Some punches have an internal 
diameter that is larger at the cutting edge and narrower in the 
body of the punch.

• Cutting Edge Diameter of the Punch is the diameter from 
the cutting part of the punch (end of the bevel) on one side 

of the punch to the cutting part on the opposite side of the 
punch. For the same external diameter, the cutting edge 
diameter may vary depending on the position of the bevel. 
The cutting edge diameter is the main measurement of the 
punch and it should be used as the main point of reference 
for all companies that manufacture punches. Currently, the 
most widely used reference is, incorrectly, the inner diameter. 
The cutting edge diameter is equal to the external diameter 
in an inside bevel punch and is equal to the internal diameter 
in an outside bevel punch, and is between the internal and 
external diameter in a center bevel punch. Attention should 
be paid to the specifics of the size of the punch as different 
manufacturers vary in their production standards. 

Classification of Punch by the Cutting Edge: 
• Outside Diameter Punch (or inside bevel punch) has the cut-

ting edge of the bevel located on the external surface of the 
wall of the punch.

• Middle Diameter Punch (or middle bevel punch) has the 
cutting edge of the bevel located on the middle of the wall 
of the punch. The location of the cutting edge is not always 
EXACTLY in the middle wall of the punch.  

• Inside Diameter Punch (or outside bevel punch) has the 
cutting edge of the bevel located on the inside face or at the 
inner part of the wall of the punch. 

Figure 1. Aide to Extraction (ATOE).

Figure 2. Versi handle and CIT manual 
punch handle.

Figure 3. Cannula punch.

Figure 4. TiN coated punch.

Figure 5. Serrated punch.

Figure 6. Serrounded punch.

Figure 7. Classification of punch by the cutting edge.

Classification of Punch by the Diameter of the Cutting 
Edge:
• Small Punch has a cutting edge diameter that is equal to or 

less than 0.8mm.
• Medium Punch has a cutting edge diameter that is greater 

than 0.8mm and less than 1mm.
• Large Punch has a cutting edge diameter that is equal to or 

greater than 1.0mm.

Figure 8. Classification of punch by the diameter of the cutting edge.

Classification of Punch 
by the Sharpness of the 
Cutting Edge:
• Sharp Punch  has a 

sharpened cutting edge. 
• Dull Punch has an edge 

that is not sharpened. 
Figure 9. Sharp punch.
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Figure 10. Dull punch.

Donor Area
Safe Donor Area: The por-

tion of the scalp that contains 
follicles presumed to be the per-
manent hair within the donor area. 
This presumed permanent “safe 
donor area” is based on years of 
experience in hair restoration by 
a number of physicians, but it is 
impossible to accurately define this surface area in all patients. 
In some individuals, this surface area may be greater, while in 
others, it may be less. Furthermore, there is no guarantee that all 
follicles within a “safe donor area” are permanent. This is a very 
difficult area to define, especially in young patients.

Donor Area Template: This is a template that allows the 
margins of the presumed safe donor zone and extraction zones 
to be marked.

Donor Area Regions: This defines the zones of the safe 
donor area from which grafts should be extracted:
• Major Donor Regions are within the presumed safe donor 

zones of the occipital and temporal regions.
• Minor Donor Regions are zones of secondary use and include 

the nape of the neck and areas located inferior to the major 
donor regions. Hair in these regions is less reliably presumed 
to be in the safe donor zone in patients who do not have ex-
treme degrees of hair loss. Individuals with higher degrees 
of hair loss will often lose hair in these regions as they age. 
Often hairs are finer in these regions and contain a higher 
percentage of hair in the telogen phase. 

• Additional Donor Regions include the temporal areas in front 
of the ears, the supra-auricular areas, and lateral humps.u 

Message from the 2014 Annual Scientific 
Meeting Program Chair
Damkerng Pathomvanich, MD Bangkok, Thailand path_d@hotmail.com

It is a privilege and an honor to be 
appointed by our president Dr. Vincenzo 
Gambino as Program Chair for the 22nd 
ISHRS Annual Scientific Meeting to be 
held in Bangkok, Thailand, November 
12-16, 2014. I would like to thank him 
for trusting me to serve as Chair, and I 
will try my best to provide world-class 
education in basic science, current 
trends, and new developments as well 
as research in the field of hair restoration surgery. As a native 
Thai and Chair, I would like to invite all of you to attend and 
to submit abstracts for presentation at the upcoming Bangkok 
meeting. This year we are considering an e-poster instead of 
the traditional large paper poster. By foregoing paper posters, 
not only is it better for our environment and frees up space for 
exhibitor displays, but it also will make it more convenient for 
presenters as they will not need to carry them to Thailand. 

This year the ISHRS has coordinated with the Asian Associa-
tion of Hair Restoration Surgery (AAHRS) to offer a Live Surgery 
Workshop one day prior to our ISHRS annual meeting, on Novem-
ber 11, 2014. Those who are interested in observing live surgery can 
make direct inquiries to AAHRS to register for this Live Surgery 
Workshop by visiting their website at www.aahrs.asia. The ISHRS 
has also coordinated with the American Board of Hair Restoration 
Surgery (ABHRS) to offer the ABHRS/IBHRS Exam in Bang-
kok on November 10, 2014. Those who are interested in sitting 

for this exam 
should contact 
the ABHRS at 
abhrs@sbc-
global.net.

For the past two decades the 
ISHRS Annual Scientific Meeting has 
been held in North America, Europe, 
Australia, and Central America. This 
is the first time that the ISHRS Annual 

Scientific Meeting will take place in Asia. After careful selection 
among many Asian countries, Bangkok, the capital of Kingdom 
of Thailand, was selected. The venue will be the Shangri-la Hotel, 
which is one of the best hotels in Thailand and located on the 
beautiful Chao Phaya River. The hotel is conveniently located 
in the heart of the city and is a short distance away from the key 
attractions that the city has to offer. It is my wish that doctors 
and medical professionals will be able to attend as Thailand has 
a fairly relaxed VISA policy for most nationals from around the 
world. November is considered one of the best times of the year 
to visit Thailand, and I hope that you will come to appreciate 
why Bangkok is considered the Venice of the East.  

The theme for the Bangkok meeting is “Reflections for Ul-
timation: Evaluating the Current and New Trends in Hair 
Restoration Surgery for Optimum Outcomes.” Please mark 
this event on your calendar and plan to attend. I look forward to 
seeing you all in 2014.u
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Hyaluronidase in hair transplantation
Jae Hyun Park, MD Seoul, Korea jay8384@naver.com

Introduction
The complication that must be avoided in donor harvests with 

the incisional method in hair transplantation is the situation in 
which the wound margins do not approximate after the donor 
strip harvest due to the excessive size of the donor design. If 
approximation is performed under excessive tension, partial flap 
necrosis, visible scarring, hypertropic scarring, or donor-hair 
effluvium may occur. It is a situation that if a hair surgeon has 
experienced it once, he or she would never want to repeat it.  

In order to avoid the problem, it is extremely important to 
make an appropriate donor design by figuring out the scalp laxity 
in advance. However, even after doing this, a hair surgeon might 
still face this unhappy situation.  

In most of these cases, the problem is the lack of additional 
laxity of about 2-3mm. In such situations, I feel hyaluronidase 
is very useful. Hyaluronidase increases the elasticity of tissue 
through degradation of hyaluronic acid in dermal collagen.

I conducted the present study to investigate the amount of 
increased scalp laxity after hyaluronidase injection.

Materials and Methods
There were 50 study subjects that included 25 men and 25 

women. Scalp laxity was measured from the mid-occipital point 
on the horizontal plane of the upper border of the helix. The Lax-
ometer of Dr. Parsa Mohebi was used for laxity measurement.1

After measuring baseline laxity, we mixed hyaluronidase ½ 
ampoule (750 I.U.) with 3cc saline and injected the mixture in 
the dermal layer at 10 points with 0.3cc (75 I.U. per each point). 
Next, we remeasured the laxity. We again injected hyaluronidase 
½ ampoule (750 I.U.) that we mixed with 3cc saline at 10 points 
in dermal layers with 0.3cc (75 I.U. per each point). Then we 
measured the laxity again. In order to prevent changes across 
positions, we performed measurements with the patient in the 
same prone position for all measurements. 

Results
Results are shown in the tables below.

Table 1. laxity measurement (N=50)

Average laxity  Laxity after first Laxity after second
before injection injection injection
Upward    Downward   Upward    Downward Upward    Downward

15.1mm    14.6mm 17.2mm    16.8mm 17.3mm    16.8mm

Table 2. Increased laxity after hyaluronidase injection

  Average increased laxity
     Upward   Downward

     2.1mm   2.2mm

The measurement results showed that laxity increased by 
2.1mm and 2.2mm for both upward and downward directions 
after hyaluronidase 750 I.U. injection. When an additional 750 
I.U. was injected, the amount of increase in laxity was almost 
insignificant. 

Discussion
Hyaluronic acid (HA) is a multifunctional high molecular 

weight polysaccharide that mainly exists in the extracellular 
matrix (ECM) of soft connective tissue. Hyaluronidase is an 
enzyme that degrades hyaluronic acid (HA) and was first intro-
duced by Karl Meyer.2

Hyaluronidase has been used in various medical applica-
tions.3,4 First, by cleaving hyaluronic acid in tissues, it increases 
membrane permeability, decreases viscosity, and gives injected 
fluid a more spreading effect. Thus, hyaluronidase is often used 
in removing edema and bruises after cosmetic surgery. Sec-
ond, it is used to reduce tissue damage during extravasation of 
parenteral nutrition solution, antibiotics, and chemotherapeutic 
agents. Third, hyaluronidase is used in nerve block anesthesia 
and in retrobulbar anesthesia before ophthalmic surgery to en-
hance the hypotonic effect of local anesthesia. Fourth, it is used 
in the treatment of granulomatous hyaluronic acid reactions or 
unwanted hyaluronic acid misplacement. Finally, it is used in 
a variety of other ways including orthopedic surgery, internal 
medicine, anesthesiology, and gynecology.

Hyaluronidase can also be useful in hair transplantation. A 
useful tip is to use hyaluronidase when the donor margins do 
not approximate or severe post-operative pain is expected due to 
excessive wound tension. The application can be done directly 
during surgery because increase in elasticity shows up within 1 
minute of injection. However, a few adverse reactions have been 
reported including edema associated with hypodermoclysis or 
dilution with local anesthetics, enhancement of adverse events 
associated with the co-administered drugs, and urticaria and an-
gioedema in less than 0.1% of patients.3,5 As such, a preliminary 
skin test using an intradermal injection to observe local wheal 
and flare reaction within 5 minutes is recommended.3

Conclusion
Hyaluronidase can be useful for closure of donor wounds 

that are under excessive tension by increasing the elasticity of 
the scalp. 
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Practice Census finds robust growth in hair restoration 
surgery over the years
Robert T. Leonard, Jr., DO, Chair, ISHRS Communications & Public Education Committee Cranston, rhode Island, USA; Karen 
Sideris, ISHRS PR Consultant Munster, Indiana, USA drbobleonard@gmail.com

tended to be slightly younger than female patients. More than 
half of both male and female patients fell between the ages of 
30 to 49 years old, 59.6% and 55.9%, respectively.  

Members were also asked to report the average age of their 
patients who underwent hair restoration surgery for the first 
time in 2012. On average, first-time patients were 38 years old, 
with the majority being between 30 and 49 years old (81%). In 
addition, the average age of the youngest hair restoration patient 
at ISHRS member practices in 2012 was 22 years old, and the 
average age of the oldest patient was 70 years old.

Since the ISHRS started tracking trends in hair restoration with 
its first Practice Census member survey in 2005, hair restoration—
both medical and surgical—has flourished around the world. The 
ISHRS Communications & Public Education Committee reports 
that the 2013 Practice Census Survey showed that the extrapo-
lated worldwide volume of surgical hair restoration procedures 
performed from 2004 to 2012 jumped a whopping 85%, with the 
biggest gains being reported in Asia and the Middle East.

Despite a stagnant global economy in recent years, the 
demand for hair restoration has held steady overall with a few 
exceptions. The extrapolated worldwide number of surgical hair 
restoration procedures performed in 2012 was approximately 
310,624, up 10% from 2010. Europe experienced the highest 
increase (39%), while the United States and Mexico/Central & 
South America saw a slight dip (15% and 16%, respectively).

The total extrapolated market size for hair restoration surgery 
increased 47.9% from 2008 to 2012.  Based on the estimated 
number of 310,624 hair restoration procedures performed in 
2012 multiplied by the average fee* charged to patients for a 
procedure, the estimated worldwide market for hair restoration 
was calculated as shown below (with worldwide market size 
shown in various currencies):

Hair Restoration Estimated Worldwide Market Size  
Currency 2012 Market Size   
U.S. Dollar $ 1,931,599,813 (USD)
European Euro € 1,493,706,135 (EUR)
Canadian Dollar  $ 1,997,428,734 (CAD)
Australian Dollar $ 2,005,638,034 (AUD)
Korean Won W 236,827,271,928 (KRW)
Hong Kong Dollars  $ 86,574,303,610 (HKD)
Japanese Yen  ¥ 14,995,975,147 (JPY)
Indian Rupees    107,343,869,229 (INR)
Saudi Riyal  SR 7,243,827,670 (SAR)
Mexican Peso  $ 24,063,928,416 (MXN)
Brazil Real   R$ 3,970,229,571 (BRL)

our Patients 
In 2012, the total extrapolated number of hair restoration 

patients worldwide was 971,460, representing a 5% increase 
from 2010. This number includes 285,425  surgical patients and 
686,035 non-surgical patients. Compared to 2004, the number of 
both surgical and non-surgical patients increased 169%.

The proportion of male and female surgical hair restoration 
patients treated in 2012 remained steady, with a slight increase in 
male patients and a slight decrease in the proportion of female pa-
tients treated. Male patients comprised 86.3% of surgical patients 
and female patients comprised 13.7%. In 2010, there were 85.9% 
males and 14.1% females treated. Looking at the proportion of 
male and female non-surgical hair restoration patients treated in 
2012, 66.8% of non-surgical patients were male  and 33.2% were 
female. In 2010, the proportion of male and female non-surgical 
hair restoration patients was 65.2% and 34.8%, respectively. 

Members provided percentages of male and female surgical 
patients treated by age category, and, on average, male patients 

Hair Restoration Surgical Patients by Sex and Age (n=163)

Around the World
Breaking down the extrapolated worldwide volume of sur-

gical hair restoration procedures performed in 2012 by specific 
countries or regions, Asia topped the list as the region with the 
most procedures performed—the first time since the Practice 
Census was administered. Specifically, of the estimated 310,624 
hair restoration procedures performed worldwide, the most 
procedures (102,702) were performed in Asia (a 10% increase 
from 2010). The United States dropped from the No. 1 spot to 
No. 2, with 88,304 hair restoration procedures performed (a 
15% decrease from 2010). The number of procedures in Europe 
increased 39% last year, with 54,343 procedures in 2012. In ad-
dition, there were 35,086 procedures in the Middle East/Africa 
(a 34% increase), 15,611 in Mexico/Central & South America 
(a 16% decrease), 10,758 in Canada (a 20% increase), and 3,820 
in Australia (a 20% increase).

non-Scalp Hair Restoration Procedures
The extrapolated number of worldwide hair restoration proce-

dures performed in 2012 on areas other than the scalp remained 
virtually unchanged since 2010. In 2012, 92.9% of hair transplant 
procedures targeted the scalp area and 7.1% of procedures tar-
geted non-scalp areas of the body—including eyebrow (4.5%), 
face/moustache/beard (1.5%), and eyelash (0.5%) areas.  

From 2010 to 2012, hair restoration procedures performed on 
the eyebrow and face (moustache/beard) increased 13.1%. Asia 
conducted the largest amount of eyelash (601), eyebrow (5,160), 
and facial hair restorations (1,904). The Middle East experienced 
the biggest gains in eyebrow hair restoration procedures (113.1%) 
from 2010 to 2012, followed by Europe (78.4%).

When members were asked if they used Latisse® (bimatoprost 
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ophthalmic solution 0.03%) in their practices in 2012 for eyelash 
hypotrichosis, eyebrow growth, or scalp hair growth, they noted 
increases in each area compared to 2010. In 2012, 83.3% of 
members indicated they used Latisse “for eyelash hypotrichosis” 
compared to 51.8% in 2010, 41% used Latisse “for eyebrow 
growth” in 2012 compared to 23.2% in 2010, and 5.1% used 
Latisse “for scalp hair growth” in 2012 compared to 4.8% in 2010.   

FuE Increases, Propecia® Decreases
Examining trends in surgical procedures used in members’ 

practices, there was a noticeable shift in members using strip/lin-
ear harvesting versus follicular unit extraction (FUE) from 2010 
to 2012. Specifically, in 2012, members reported the majority of 
hair restoration surgical procedures were performed using the hair 
transplant strip/linear harvesting technique (67.5%) and 32.2% 
of procedures were performed using FUE. By comparison, in 
2010, members reported the majority of hair restoration surgical 
procedures were performed using the hair transplant strip/linear 
harvesting technique (77.5%) and 22% of procedures were per-
formed using FUE.

Although Propecia (finasteride 1mg) remained the most com-
monly prescribed treatment that members reported prescribing to 
patients from a list of more than a dozen various treatments, there 
was a noticeable drop in how often it was prescribed from 2010 
to 2012. In 2010, 76.3% of members reported that they always/
often prescribe Propecia to patients, but in 2012 only 59.2% of 
members reported that they always/often prescribe Propecia.

When asked which healing therapies members used peri-op-
eratively or post–hair transplantation, the most common response 
was “minoxidil” (81.6%), followed by “copper peptides solution” 
(28.8%), “low-level laser therapy (home device)” (26.8%), and 
“platelet rich plasma (PRP)” (24.2%).

Most Common Patient Complaints
Regarding complaints patients expressed to members fol-

lowing hair transplant surgery, the most common complaint 
was “density less than expected” (64.1%), followed by “post-
operative shedding” (40.5%) and “pain after procedure” (20.2%). 
Members reported that “not natural looking enough” was the least 
reported complaint (2.6%) from patients post-surgery.

Best Hair Honors
Continuing our tradition of asking members to choose the 

male and female celebrities with the best hair in order to try to 
generate media interest in ISHRS, we named two stars with 
significant international appeal. 

When asked which of the following female celebrities had 
the best hair, members most commonly chose Sofia Vergara 
(34.2%), followed by Kareena Kapoor (31.2%) and Princess 
Kate (18.7%). Only 9.9% of members selected Adele and 5.8% 
of members selected Lucy Liu as having the best hair. 

When asked which of the following five male celebrities 
had the best hair, members most commonly chose John Mayer 
(40.2%), followed by Javier Bardem (23.1%) and John Cho 
(17.6%). Royal brothers Prince Harry and Prince William 
garnered only a small percentage of votes (16.7% and 2.1%, 
respectively). 

And your Dream Patient Is…
When members were asked which of five male celebrities 

with noticeable hair loss they would most like to perform a hair 
transplant on, the winner was loud and clear. Members over-
whelmingly chose Prince William (40.1%), followed by Quentin 

 18.7% 34.2% 5.8% 9.9% 31.2%
 Princess Kate Sofia Vergara Lucy Liu  Adele Kareena Kapoor 

 16.7% 2.1% 40.2% 23.1% 17.6%
 Prince Harry Prince William John Mayer  Javier Bardem John Cho

 10.1% 16.5% 17.5% 40.1% 15.6%
 Tiger Woods Kevin Costner Quentin Tarantino  Prince William Vladimir Putin

Tarantino (17.5%), Kevin Costner (16.5%), and Vladimir Putin 
(15.6%). Only 10.1% of members chose Tiger Woods. 

How the Data Will Be used
By conducting the Practice Census every two years, we are 

establishing trends important to our members, the media, and the 
public. At this time, we have developed two press releases and a 
fact sheet that have been distributed to media outlets around the 
globe to try to generate future positive stories on hair restoration. 
A third news release also is planned.

To help you use our new data in your local markets, you will 
be receiving a press release template and sample pitch letter that 
includes survey highlights and information that you can tailor 
to your individual practice. We encourage you to share these 
statistics with your local media to help us raise awareness of the 
ISHRS and hair restoration, while at the same time promoting 
yourself as a local hair loss expert. Look for these materials to 
be emailed to you in the coming weeks.

The complete 2013 Practice Census report is posted in the 
Media Center of the ISHRS website at http://www.ishrs.org/
statistics-research.htm, and the media materials are housed at 
http://www.ishrs.org/mediacenter/media-press-releases.htm.

On behalf of the Communications & Public Education Com-
mittee, thank you to everyone who completed this year’s Practice 
Census. Let’s work together to spread the word that the ISHRS 
is the leading resource for hair loss and hair restoration!

Note: The margin of error for the sample is within plus or minus 6.5% at 
the 95% confidence level.

*The “average fee” charged for a procedure reported by survey participants 
and used in this calculation represents the overall average fee charged to all pa-
tients treated. Since the cost of procedures performed on individual patients may 
vary depending on the number of grafts and several other factors, the “average 
fee” as it related to this survey did not represent what all patients would expect 
to pay for a procedure, and should not be construed as a typical price for a hair 
restoration procedure.u

Best Hair – Female Celebrity

Best Hair – Male Celebrity

Male Celebrity Who Members Would Most like to Perform 
a Transplant on
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2014 REcERtificatioN Exam
Saturday, January 25, 2014

Deadline for Examination Application:  
october 25, 2013

Deadline for Hotel Reservations:  
December 31, 2013

All reservations received after this date will be taken on an availability basis.

LOCATION:  
Houston Airport Marriott at George Bush International

18700 John F. Kennedy Blvd.
Houston, TX  77032, USA

1-281-443-2310 or 1-800-228-9290

For further information contact the ABhrS: 

American Board of Hair Restoration Surgery
Tel: 1-219-836-5858; Fax: 1-219-836-5525

E-mail: abhrs@sbcglobal.net
www.ABHRS.org 
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Hair’s the Question* 
Sara Wasserbauer, MD Walnut Creek, California, USA drwasserbauer@californiahairsurgeon.com
*The questions presented by the author are not taken from the ABHRS item pool and accordingly will not be found on the ABHRS Certifying Examination.

No one wants to think that LICE might be part of a hair transplant practice, but you have to know 
about these critters because they represent a fairly common scalp condition worldwide (wwwnc.cdc.gov/
eid/article/14/9/08-0368.htm) that can and does result in hair loss from all that scratching! I admit that 
I did not know much about it until I was directly confronted with an infestation. Note that much of the 
advice on the internet is flawed and calculated to prey on people’s fears, so your patients may present 
with an itchy scalp and a lot of misinformation! Test your knowledge of this creepy-crawly subject.u

[ Answers on page 220

The louse-iest column EVER
Warning: This column may make you itch… (I know I certainly itched writing it!).  

1. Adult head lice (pediculis humanus capitis) are:
A. Able to infest any hair on the body
B. 1-2 mm long
C. Able to hop and fly
D. Spread most commonly through close person-to-person 

contact

2. The MOST common symptom of head lice infestation is:
A. Severe itching (caused by an allergic reaction to the bites 

of the lice)
B. Hair loss and a tickling feeling of something moving in 

the hair
C. Irritability and difficulty sleeping (head lice are most 

active in the dark)
D. Sores on the head caused by scratching with bacterial 

superinfection

3. Hair surgery in a patient found to be infected with head lice:
A. Can continue as planned since the lice do not carry dis-

ease
B. Should be postponed due to the risk to the staff and 

yourself
C. Should be postponed due to the risk of bacterial super-

infection
D. Can continue as long as the patient promises not to 

scratch the recipient area

4. Nits (head lice eggs) are: 
A. Found near the end of the hair shaft on scalp hair eye-

lashes and eyebrows
B. Waterproof
C. Easy to remove especially after the nymphs hatch and 

only the casing remain
D. Only the color of the person’s hair they are infecting

5. Having head lice should be considered:
A. An indication of an unclean household
B. A medical and public health hazard since they spread 

disease
C. An annoyance
D. An indication of an unhealthy individual

6. Effective treatment for head lice includes:
A. Mayonnaise, olive oil, and straight rubbing alcohol 

poured directly on the head and left on for several hours
B. Swimming in a chlorinated swimming pool
C. Combing out nits and live nymphs/adults
D. Oral treatment with prescription pyrethrins or permethrin

7. Prescription medications for lice eradication:
A. Need to be applied at least twice about 9 days apart for 

full efficacy 
B. Are not usually ovicidal except for spinosad 0.9% topical 

suspension
C. Are universally flammable and both smoking and sham-

pooing should be avoided for 1-3 days post-treatment
D. Have become ineffective due to overuse in the past 10 

years (i.e., the lice are becoming immune)

8. Which of the following pediculocides is no longer recom-
mended as a first-line treatment for head lice?
A. Spinosad 0.9% topical suspension
B. Lindane Shampoo 1%
C. Ivermectin and Malathion Lotion 0.5%
D. Rogaine and Benzyl alcohol lotion 5%
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For more information, contact:

21 Cook Avenue
Madison, New Jersey 07940 USA

Phone: 800-218-9082 • 973-593-9222 
Fax: 973-593-9277

E-mail: cellis@nac.net

www.ellisinstruments.com

State-of-the-art 
instrumentation for hair 

restoration surgery!

Hair’s the Question
d from page 219

1. D. Head lice can only crawl, are 2-3mm long as adults, and 
can only infest head hair where they feed on human blood 
several times per day. Body lice and crab lice are the ones that 
can infest the other anatomical locations (“Very reassuring,” 
I hear you saying…).

2. A. Severe itching is the MOST common symptom, but the 
others are all accurate as well. Hair loss in this case is usually 
due to the severe scratching of the scalp (and possibly the 
inflammation from the allergic reaction to the bites). Early 
infestation may take 4-6 weeks to show symptoms by the way.  
(“Eeew…”).  Since patients in the throes of other forms of 
hair loss often complain about an itching sensation on their 
scalps, I now keep a lice comb in my consult room drawer.

3. C. Shame on you if you answered A (or D). While there is very 
little risk to you or your staff (other than bad publicity should 
the word get out!), heads infected with lice are inflamed and 
at risk for bacterial superinfection. With effective treatment, 
the infestation can be eliminated within about a week and a 
half and you can reassess for surgical candidacy at that time. 
Watch for re-infestation however! It is common, which is 
why all close contacts should be treated simultaneously.

4. B. These waterproof eggs are the real problem since the viable 
ones are found cemented to the hair shaft near the scalp (within 
about ¼ inch, NOT at the ends of the hair) and can be tough to 
extract. They can rarely be found on eyebrow and eyelash hair 
and are typically white or yellow (although they can appear to 
be the color of the person’s hair). Most treatments are NOT 
completely ovidical, meaning that a second application 7-9 days 
later (the time in which eggs typically hatch) may be necessary.

5. C. Believe it or not C is correct. Only body lice spread disease. 
Head lice infestation happens in otherwise healthy individuals 
(most commonly those with direct contact with children ages 
3-11 years). Interestingly enough, human head lice cannot 
live on other animals (so pets like dogs and cats are not a 
factor in transmission) and cannot live more than 1-2 days 
off of a person’s scalp so they are pretty easy to kill from that 
standpoint. Nevertheless, the “ick factor” is high with these 
little guys, so even though the truth is less concerning than 
the internet rumors, be understanding of your patient’s fears!

6. C. This surprised me since my first reaction as a U.S.-
trained doctor was to get out my prescription pad (I am not 
proud of this). Both of the medications in D (pyrethrins and 
permethrin) are available over-the-counter (i.e., without a 
prescription) here in the United States and are topical, not 
oral. Of note are a few new treatments that I did not men-
tion. One involves using hot dry air on the hair since lice and 
eggs dessicate and are killed by exposure to about 130°F or 
53.5°C for 5 minutes. It is called Airallé here in the United 
States, and while not commonly available, it is apparently 
very effective. The other is named Hedrin and was suggested 
by our esteemed editor Dr. Nilofer Farjo. It apparently is 
a mechanical treatment (no fumes, so especially good for 
asthmatics) and it works well in her experience (http://www.
hedrin.co.uk/).

7. B. This medication was approved for use by the FDA in 
2011. A is sometimes correct and so it is a good idea to warn 
patients they may need to re-treat in order to eradicate the 

infestation completely. Some of the prescription treatments 
ARE flammable (like malathion and probably the benzyl 
alcohol lotions), but I’m not sure whose patients would be 
dumb enough to smoke while applying lice treatment to 
their hair (and if you know of any you should visit http://
www.darwinawards.com/). Shampooing should be avoided 
1-3 days post-treatment because the medications can have a 
positive residual effect that washing the hair would eliminate.

8. B. Lindane Shampoo should be avoided, particularly in 
children.  The others are all acceptable first-line prescrip-
tion treatments except for the Rogaine, which I added just 
to see if anyone actually reads these answers. Realize that 
mechanical means (careful combing and hot air treatments 
mentioned above) can be completely effective and avoid the 
use of chemicals if your patients are averse to medications.

References
http://www.CDC.com
http://www.darwinawards.com/ 
http://www.hedrin.co.uku
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When finasteride suddenly stops working—
is it counterfeit?

Cyberspace Chat
Sharon A. Keene, MD Tucson, Arizona, USA drkeene@hairrestore.com

For many years, I have been prescribing generic finasteride 
for the cost savings it has provided patients. I always assumed 
patients would be more willing to bear the expense of a “cos-
metic” medication that yields delayed results, if the cost was 
easy to budget. I also prescribe the 5mg dose and allow them to 
section it and take every other day because this is cheaper than 
the 1mg pill. For years, I had also been telling patients I knew 
of no difference between generic 5mg finasteride and the brand 
name Proscar. However, I then had the experience of a physician 
patient who moved out of state and refilled his generic with a 
different generic brand and reported to me that within weeks he 
noticed accelerated shedding. He then called the pharmacy in 
Tucson to ask what generic brand they were using and asked me 
to specify that brand of generic to the new pharmacy. After the 
change, the shedding stopped. Following this experience, I have 
switched a couple of patients who had been stable on finasteride 
but then complained of a sudden increase in shedding back to 
the brand name. I assumed perhaps they had received counter-
feit medications being distributed among the generic brands as 
I had seen a story about this in the news some months ago. The 
following cyberchat discussion caught my eye as it confirmed 
other hair restoration doctors had noted similar experiences, too.

The thread began with Brad Wolf’s comments: “I recently 
had a patient complain of increased shedding 2-3 months after 
switching from brand name to generic finasteride. He counts 
every hair he sheds every day and went from 20-30 to 70-100 
shed hairs a day. He really knew something was going on when 
his (unreported) decreased libido started improving. He started 
right back on the Propecia®.”

     In response, Jim Harris had this to share: “I've never had 
anyone switch from the name brand to the 5mg generic notice a 
change but have had several that bought foreign ‘generics’ that 
noticed a difference. I never know what to tell patients when 
they inquire about buying foreign.”

     A response by Bob Haber supports the premise that some 
patients may have been exposed to counterfeit medications: “I 
think we have all experienced patients who had unexplained 
flares of their condition that resolved with restarting a branded 
drug. I think that while the vast majority of the time there is no 
difference between branded and generic, there are exceptions. 
I've switched a few hundred patients to the generic 1mg. Two 
patients told me they experienced shedding within a few weeks 
of the switch. That seems too quick to make sense, but I tell 
my patients that if they experience shedding to go back to the 
branded product. I always assume anything bought online may 
be counterfeit.”

Discussion
     Sudden loss of finasteride effectiveness, even though dis-

cussed as an issue of generic versus brand name, is more likely 

to be caused by the growing problem of counterfeit medication 
distribution. Even supposing a generic brand had “less” active 
ingredients, based on most of our experiences, a lower dose is 
unlikely to result in sudden shedding—but absence of medication 
or counterfeits are a different issue. A review of recent publi-
cations supported by government investigations confirms Dr. 
Haber’s assumption that a high percentage of online medication 
purchases, especially those that are offshore and don’t require a 
prescription, are counterfeit. The issue of counterfeit medications 
has made headlines in the United States and abroad. A conserva-
tive estimate of the Center for Medicine in the Public Interest 
predicts the sales of counterfeit medication, using the internet 
as a global distribution channel, will grow twice as fast as sales 
of legitimate pharmaceuticals. Counterfeit medication seizures 
by customs officials in the European Union reportedly increased 
by 384% between 2005-2006, and global sales of such drugs 
were expected to reach $75 billion in 2010. In addition to their 
ineffectiveness, some counterfeit drugs have been tainted and 
toxic and linked to patient fatalities. In one case, the U.S. FDA 
identified a patient who had purchased medication from an East-
ern European website and died from dangerously high levels of 
metals in her liver, including aluminum, strontium, and arsenic. 
Needless to say, illegal counterfeit medications are not produced 
with any regulatory oversight to prevent contamination or use 
of unlicensed analogues of the drugs they are counterfeiting.1,2

While legitimate internet pharmacies that prescribe in accor-
dance with local laws and regulations do exist, the World Health 
Organization (WHO) estimates that medications purchased 
from online pharmacies that conceal their physical address are 
counterfeit over 50% of the time. The European Alliance for 
Access to Safe Medicines (EAASM) found that 62% of medi-
cines ordered via the internet and without a prescription were 
substandard and/or counterfeit. In another survey of internet phar-
macies, the FDA identified 85% of drugs purported to be from 
Canadian pharmacies actually came from 27 different countries 
and were often counterfeit. While data regarding internet sales 
of Propecia® were not found, overall data from internet sites 
that sell drugs without a doctor’s prescription were revealed to 
be frequently fraudulent and illegal in their endeavor to make 
money without providing any patient benefit. It should be no 
surprise, for example, that when the bird flu scare was in full 
swing, internet sites offered Tamiflu to eager consumers. The 
FDA tested five samples from different online sites and none 
contained the anti-viral ingredient, oseltamivir. In another sting 
operation dealing with 2,383 seizures worldwide of suspected 
counterfeit Viagra, over 80% were found to be counterfeit. 
Cheaper costs and convenience were the most common reasons 
for patients to buy online.1,2

[ page 222



Hair Transplant Forum International November/December 2013

222 www.ISHRS.org

The WHO estimates that up to 60% of drugs in some devel-
oping countries and up to 20% in some developed countries are 
counterfeit. It is estimated that 10-15% of drugs sold worldwide 
are counterfeit. Through importation and re-importation, coun-
terfeit drugs enter into a country’s drug supplies and wind up in 
drug stores. In 2003, there were 200,000 bottles of Lipitor that 
were recalled when they were determined to be counterfeit. The 
medications were a mixture of a counterfeit drug from Central 
America blended with the actual drug in South America and were 
subsequently illegally imported and sold in the U.S. In 2005, 
there were 100,000 instances of counterfeit drugs reported in 
New York state alone.3

One way this occurs is that large wholesalers buy back drugs 
from secondary wholesalers to cover short-term shortages. Excess 
supplies with impending expirations are sold among large and 
small wholesalers. It is believed that during these transactions the 
opportunity exists for counterfeits to be brought into the drug sup-
ply.3 Efforts to control the supply of counterfeit medications in the 
United States, Europe, and worldwide have been in the works with 
legislation and strategies to protect consumers underway. Some 
strategies include barcodes within the medication to identify their 
authenticity, but this type of security measure adds to the expense 
of medications, which fuels the quest for cheaper alternatives.

Lifestyle drugs are common targets for counterfeiters. For 
instance, Viagra has been a known and investigated target. It 
seems reasonable to assume finasteride would be an attractive 
target, too. Recommendations to health care providers are to 
raise awareness with consumers to discourage them from using 
online websites that offer cheap medication without a prescrip-
tion. Not only are the patients likely to be wasting their money, 
they could receive a dangerous counterfeit. Currently, patients 
in Tucson pay about $10/month for generic finasteride therapy, 
which is probably less than the postage for an online counterfeit. 
Doctors who suspect a patient may have received a counterfeit 
drug should contact the pharmacy that provided it and ensure 
the pharmacist is aware of the problem so they can alert their 
supplier.1

References
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without prescription: how susceptible are young US con-
sumers to purchasing drugs from rogue internet pharmacies. 
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Review of the literature
Marco N. Barusco, MD Port Orange, Florida, USA drbarusco@tempushair.com

Hair pathology book is a must-have
Sperling, L.C., S.E. Cowper, E.A. Knopp. An Atlas of hair Pathology with Clinical Correlations, 2nd Edition. 
Informa Healthcare: New York, NY, 2012. ISBN-13: 978-1-84184-733-7. e-ISBN: 978-1-84184-734-4.

A great, easy to read book on hair pathology is a must-have 
reference item for any physician who sees and treats patients with 
hair loss. Most pathology textbooks on this subject are difficult 
and cumbersome to read and lack clinical correlations to what 
we see in practice. 

This is exactly what this book delivers.
Besides being a very comprehensive guide to hair pa-

thology, it includes a few chapters that I find particularly 
interesting: Chapter 2 describes how to best acquire a biopsy 
specimen for the pathologist to examine, as well as how tricho-
pathologists should handle, stain, and analyze the specimens 
submitted; Chapter 3 gives a detailed description of the 

normal hair anatomy and structure; Chapter 6 describes key 
histological features and their correlation with hair diseases, 
offering a simple, 4-step method to help in diagnosing hair 
pathology from a clinical standpoint; Chapter 7 is a clinical 
guide to evaluating hair loss; Chapter 36 offers an overview 
on Hair Shaft Disorders, which is very important for our 
clinical practice.

The remaining chapters deal with all other hair pathologies, 
always correlating the pathology findings with clinical aspects.

The entire book is extremely rich with high resolution pic-
tures and explanations, and I have used it often to refresh my 
knowledge and to consult.u

Hair loss linked with heart disease
Su, L.H., et al. Association of androgenetic alopecia with mortality from diabetes mellitus and heart disease. 
JAMA Dermatol. 2013; 149:601-606.

Nicole E. Rogers, MD Metairie, Louisianna, USA nicolerogers11@yahoo.com

A recent publication in the Archives of Dermatology sug-
gested an important connection between hair loss and cardio-
vascular disease. A total of 7,252 subjects aged 30 to 95 years 
participated in a baseline survey between April and June 2005. 
Over the next five years, they were followed for their incidence 
of mortality related to diabetes and heart disease. Among the 
2,429 men and 4,697 women, subjects with male or female pat-
tern hair loss had a significantly higher risk of mortality from 
diabetes and heart disease.

Comment: The results of this study suggest that male and 
female pattern hair loss is an independent predictor of mortality 
from diabetes and heart disease. So for those of you treating hair 
loss patients, remind them to stay up-to-date on their well visits! 
Make sure their primary doctor is checking their cholesterol, 
glucose levels, and blood pressure.u

no link between finasteride/dutasteride and breast cancer in men
Bird, S.T., et al. Male breast cancer and 5-alpha reductase inhibitors, finasteride and dutasteride. Accepted for publication in the 
Journal of Urology. 9 May 2013 (Epub ahead of print).

New data from a large case-controlled study of men with 
breast cancer followed over 10 years showed no increase in the 
rates of breast cancer in those taking finasteride or dutasteride. 

Study participants were men aged 40-85 years, followed 
between 2001 and 2011. Research coordinators identified 
339 men with breast cancer and matched them with 6,780 
controls (20 controls per case). They assessed the rate ratio for 
male breast cancer with exposure to 5-alpha reductase using 
conditional logistic regression. No statistically significant as-
sociations were observed between 5-alpha reductase inhibitors 
and breast cancer.

The authors conclude that the lack of an association in their 

study suggests breast cancer development should not influence 
prescribing finasteride or dutasteride.

Comment: Finasteride and dutasteride have long been used to 
treat benign prostatic hypertrophy (BPH), and in 1997 finasteride 
was FDA approved for male pattern hair loss. Dutasteride remains 
off-label for treatment of hair loss; however, there were some rare 
reports of male breast cancer in the post-marketing data. This 
led physicians to some increased concern prescribing the drug 
for women. Although this data is limited to men, it can make us 
somewhat more comfortable prescribing finasteride in women. 
Nonetheless, every woman should stay up-to-date on her mam-
mograms as indicated by her primary physician or gynecologist.u

e
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Codes of Conduct and Professional Standards for Hair 
Transplant Surgeon members of the British Association 
of Hair Restoration Surgery (BAHRS)
Greg Williams, MBBS, FRCS(Plast) London, UK dr.greg@farjo.com

At the July 2013 Annual General 
Meeting of The British Association of 
Hair Restoration Surgery (BAHRS) it 
was agreed that practising Hair Transplant 
Surgeon members would be divided into 
two categories:
1. Full Medical Members, or those per-

forming hair transplant surgery regu-
larly (an average of at least one case 
per week or 46-52 cases per year), and 

2. Hair Transplant Surgeon Affiliate 
Members, or those who are not regu-
larly performing hair transplants.

It was also agreed that following pub-
lication of the Royal College of Surgeons 
of England’s document Professional 
Standards for Cosmetic Practice¹ and 
the Department of Health’s document 
Review of the Regulation of Cosmetic 
Interventions,² the BAHRS should have 
a Code of Conduct for both categories of 
Hair Transplant Surgeon members. The 
Code of Conduct for Full Medical Members is shown in Figure 1 
(there is a slightly different version for Hair Transplant Surgeon 
Affiliate Members).

Apart from agreeing to comply with the General Medical 
Council’s (GMC’s) 2013 publication Good Medical Practice,³ 
the Royal College of Surgeons of England’s 2008 publication 
Good Surgical Practice,4 and the Advertising Standards Author-
ity’s Help Note on Cosmetic Surgery, in signing either Code 
of Conduct, BAHRS  members agree to abide by the BAHRS 
Professional Standards for Hair Transplant Surgeons. This docu-
ment is too lengthy to publish in the Forum but can be found at 
www.bahrs.co.uk.

Components of the BAHRS Professional Standards for Hair 
Transplant Surgeons that might be of particular interest to inter-
national readers of the Forum include the following:
• Although the Royal College of Surgeons does not have 

an explicit definition for “surgery,” the BAHRS considers 
any Hair Transplant—including Follicular Unit Extraction 
(FUE)—to be a surgical procedure.

• Hair Transplant Surgery is categorised as Level 1b: Invasive 
(low-medium risk, usually only requires local anaesthetic, 
out-patient).

• A BAHRS Hair Transplant Surgeon will not allow a Hair 
Transplant Surgical Assistant to make FUE incisions, but 
they will allow Hair Transplant Surgical Assistants to extract 
FUE grafts under their supervision.

• At no point would a BAHRS Hair Transplant Surgeon allow 
a Hair Transplant Surgical Assistant to function indepen-
dently or make decisions regarding a patient’s care without 

the knowledge of the BAHRS Hair 
Transplant Surgeon.
• BAHRS Hair Transplant Surgeons, 
and/or the organisations for which they 
work, must not seek to hasten a pa-
tient’s decision to undergo a procedure 
by the use of financial inducements 
(e.g., time-limited special offers or 
discounts).
• A history and nature of any body im-
age and appearance concerns, includ-
ing impacts on psychological well-
being (e.g., anxiety, depression, social 
anxiety), social and/or occupational 
functioning, and relevant psychiatric 
history, such as eating disorders and 
signs or symptoms suggestive of 
Body Dysmorphic Disorder, should 
be enquired about and documented if 
present.
• The hair transplant procedure should 
not be done on the same day as the 
initial consultation. There should be 

a cooling-off period of at least two weeks, and the patient 
should have the right to change his or her mind right up to 
the point of the procedure being started.

• BAHRS Hair Transplant Surgeons will attend at least one 
ISHRS Annual meeting every 5 years. 

• BAHRS Hair Transplant Surgeons will attend at least one 
ISHRS-sponsored surgical workshop every 5 years. 

• BAHRS Hair Transplant Surgeons should try to accrue 50 
Continuing Professional Development (CPD) Credits each 
year, equivalent to 50 hours. The CPD should be balanced 
between Hair Transplant-specific learning and other learning 
relevant to their Hair Transplant practice.

Other components of the BAHRS Professional Standards 
for Hair Transplant Surgeons that members have agreed to, 
include:
• Although Hair Transplant Surgery is not a defined specialty, 

the BAHRS endorses the term “Hair Transplant Surgeon.”
• The Royal College of Surgeons of England document 

Professional Standards for Cosmetic Practice recommends 
that only licensed doctors on the GMC surgical specialist 
register should perform Level 1 Invasive Surgical Proce-
dures. It does allow for the exception of doctors who were 
undertaking cosmetic surgery in the Independent Health-
care Sector before 1st April 2002 and who are not on the 
specialist register, subject to conditions set out in the Care 
Standards Act 2000. The BAHRS acknowledges that many 
of its members are not on the GMC’s specialist register and 
were not practicing in the Independent Healthcare Sector 

CODE OF CONDUCT
FULL MEDICAL MEMBERS

BRITISH ASSOCIATION OF HAIR RESTORATION SURGERY (BAHRS)
 CODE OF CONDUCT FOR FULL MEDICAL MEMBERS

Full Medical Membership of BAHRS is a privilege accorded to Hair Transplant Surgeons of the highest
 moral and professional standards, it is not a right. The ethical principles adopted by BAHRS defi ne

 the essentials of honorable behavior by its Full Medical Members.

AS A FULL MEDICAL MEMBER OF BAHRS I AGREE TO THE FOLLOWING:

• To always have my patients’ physical and psychological wellbeing as my primary concern and to recommend  
 treatment as I would do so for myself or a member of my family (this does not mean that the treatment cannot be  
 modifi ed to accommodate the desires of the patient)
• To abide by the principles found in the General Medical Council’s (GMC’s) 2013 publication Good Medical Practice
 http://www.gmc-uk.org/guidance/good_medical_practice.asp
• To abide by the Royal College of Surgeons of England’s 2008 publication Good Surgical Practice
 http://www.rcseng.ac.uk/publications/docs/good-surgical-practice-1
• To abide by the Advertising Standards Authority’s Help Note on Cosmetic Surgery
 http://www.cap.org.uk/Advice-Training-on- the-rules/Advice-Online-Database/Cosmetic- surgery.aspx
•  To abide by the BAHRS Professional Standards for Hair Transplant Surgeons (available at www.bahrs.co.uk)
•  To not conduct myself, or my practice, in any way that brings the Association, or the practice of Hair Transplant  
 Surgery into disrepute.
•  To only use the BAHRS logo for personal websites and stationary to show personal affi  liation. If used on a company/ 
 group website, I will not use the BAHRS logo in any way to imply that the Association endorses any company or group 
 of surgeons or that all members of the company/group are members of BAHRS.
• To not make the suggestion or imply that I am speaking for or on behalf of the Association unless asked to do so by  
 the BAHRS President
•  To not denigrate my colleagues using false or misleading information with the intent of injuring the reputation or  
 business of a BAHRS Member by any means
• To pay my Association fees within timeframe stipulated in the BAHRS Constitution

I understand that failure to comply with any of the above may result in my expulsion from the Association in accordance with the 
terms of Section 5 of the BAHRS Constitution.

I recognize that a greater moral responsibility is necessary in cosmetic surgery than in many other fi elds because of the lack of 
oversight by the government and/or peer review and the emotional involvement of the patient.

Printed name:    ______________________   Signature: __________________________   Date: ____________

FMMCOC/V1/JULY13

Figure 1. BAHRS Code of Conduct for Full Medical Members
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before 2002; however, the qualifications of BAHRS Hair 
Transplant Surgeons will be noted on their listing on the 
BAHRS website.

• BAHRS Hair Transplant Surgeons will reassure themselves  
that their place of work is Care Quality Commission (CQC) 
registered and approved.

• BAHRS Hair Transplant Surgeons will ensure that they 
comply with the GMC requirements for Appraisal and Re-
validation.

• BAHRS Hair Transplant Surgeons will reassure themselves 
that their place of work has processes in place for dealing 
with concerns and complaints raised by patients

• BAHRS Hair Transplant Surgeons should ensure that they 
audit their Hair Transplant practice. 

• BAHRS Hair Transplant Surgeons will ensure that they have 
indemnity insurance that is adequate for the Hair Transplant 
procedures that they undertake.

• All BAHRS Hair Transplant Surgeons acknowledge that 
the Hair Transplant Surgical Assistants who work with 
them are under their supervision and that the BAHRS 
Hair Transplant Surgeon is responsible to the patient 
for ensuring that the quality of care, skill, and expertise 
of the Surgical Assistant is at a level that complies with 
the BAHRS Professional Standards for Hair Transplant 
Surgical Assistants.

• BAHRS Hair Transplant Surgeons should have a pre-proce-
dure consultation/discussion with their patients that should 
include an in-depth discussion regarding the Hair Transplant 
procedure. This should be a two-way conversation, with 
the doctor listening to and modifying the patient’s existing 
understanding of the procedure.

• The patient’s fitness to undergo the proposed Hair Transplant 
procedure should be documented. (Practitioners should not 
agree to carry out a procedure if they believe that there is 
a significant risk that it would have a detrimental effect on 
the patient’s health, even if the patient argues that he or she 
understands and accepts the risk.)

• BAHRS Hair Transplant Surgeons will comply with the GMC 
Guidance Consent: patients and doctors making decisions 
together, 2008.

• The Academy of Medical Royal Colleges had agreed 
standards for medical note keeping—A Clinician’s Guide 
to Record Standards—Part 2: Standards for the structure 
and content of medical records and communications 
when patients are admitted to hospital—that should be 
followed.

• Following a Hair Transplant procedure, the BAHRS Hair 
Transplant Surgeon should ensure the patient is fit to go home. 
Instructions for aftercare should be given to the patient and 
arrangements should be made for follow-up. A telephone 
contact should be given to the patient for enquiries includ-
ing an out of hours contact telephone number in case of an 
emergency.

Hair Transplant Surgeon members who fail to abide by the 
principles within the BAHRS Professional Standards for Hair 
Transplant Surgeons will be subject to an enquiry by the BAHRS 
Disciplinary Committee and would be expelled from the Associa-
tion if their conduct was found to be at odds with the honourable 
behaviour expected by the Association.

In having its Hair Transplant Surgeon members sign a 
Code of Conduct, the BAHRS seeks to reassure the public that, 
although the Cosmetic Surgery field is not currently regulated 
in the United Kingdom, its members comply with ethical and 
practice standards that are similar to those expected of doctors 
working within the National Health Service.
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letters to the Editors
Re: Standardization of the terminology used in FuE: part I 
(Hair Transplant Form Int’l. 2013; 23(5):165-168.)
Robert M. Bernstein, MD New York, New York, USA  
rbernstein@bernsteinmedical.com 

The term Follicular Unit Extraction (FUE) is used to describe 
a procedure in which the intent is to remove individual follicular 
units (FUs) directly from the scalp through a small punch.1 That 
this is not achievable 100% of the time is a fact of medicine 
and is one reason the procedure is constantly being studied and 
improved. The FUE procedure was not designed to remove 
individual hair follicles, nor groups of FUs, although that can 
be the occasional outcome due to the limitations of current tech-
nology and/or the variations of the human scalp. Interestingly, 
these variations were pointed out by our colleague, the late Dr. 
David Seager, who wrote about the “follicular unit family” with 
respect to Follicular Unit Transplantation (FUT), but didn’t feel 
that these normal anatomic variations warranted calling FUT by 
another name.2  

The authors write [p. 167]:
 Follicular Isolation Technique: Also known as FIT, Dr. Paul 

Rose derived this term to more appropriately describe the 
procedure commonly referred to as FUE in 2002. The term 
FIT includes the possibility that a graft does not always 
get all the follicles of a follicular unit or it might include 
follicles in more than one follicular unit. It is possible that 
during removal the surgeon may extract, intentionally or not, 
one or several follicles, leaving behind a viable hair in the 
donor site. Alternately, the surgeon might extract more than 
one intact follicular unit. Therefore, the preferred term by 
the early pioneers in FUE was “follicular isolation” rather 
than “follicular unit extraction.”

According to the logic above, if, when performing a FI T, a 
follicle is transected or missed, the term FIT would need to be 
changed. The current discussion can be usefully compared to the 
older debate that centered on differentiating FUT from “exten-
sive micro-grafting” (the procedure that immediately preceded 
it in which FUs were, for the most part, ignored).3 Although 
FUT occasionally doesn’t capture an entire FU, and sometimes 
combines ones that are situated close together, by calling the 
FUT procedure “micro-grafting” one misses the essence of FUT. 
FUT is not about the transplanting of individual follicles, or of 
multiple follicular groups; it is about transplanting naturally 
occurring individual FUs. The same goes for FUE. 

The authors state [p. 167]:
 In strict terminology, the term “follicular unit extraction” 

is inappropriate and misleading because it is a histological 
term rather than an accurate anatomical surgical term. More 
appropriate would be the term FIT (Follicular Isolation 
Technique)….

This is an interesting opinion, but histology is merely the 
microscopic view of anatomic entities. We are using FUE as a 
clinical term to describe the harvesting of anatomic structures—
albeit small. By these authors’ reasoning, FIT would be inappro-
priate and misleading because it purports to surgically remove a 
hair follicle, rather than a hair. Although it is always a challenge 

to consistently remove intact follicular units, there is certainly 
nothing inappropriate or misleading about the term FUE.

In 1998, I organized a group of 21 prominent hair restoration 
surgeons, of which Dr. Rose was a member, to standardize the 
nomenclature of FUT. For expediency’s sake, a few of us enter-
tained the idea of calling FUT simply Follicular Transplantation 
(FT), but after an animated back-and-forth our group wisely 
decided that the longer name, Follicular Unit Transplantation, 
was more descriptive, and so we formally adopted this term.4 

By calling FUE the Follicular Isolation Technique, we risk 
making a similar mistake. Pardon the cliché, but the term FIT 
misses the trees for the forest. Our technique is not about har-
vesting follicles. It is about harvesting FUs. After all, realizing 
that the FU is the basic unit of the hair transplant is what dif-
ferentiates modern hair transplantation, and its natural results, 
from all previous hair restoration techniques.5 If you prefer the 
name FIT, that is, of course, okay. It just should be reserved for 
a procedure different than the one we have described. 

William Rassman, M.D., los Angeles California, uSA 
williamrassman@gmail.com

Historically, from a matter of practical use over an 11-year 
period, the term Follicular Unit Extraction (FUE) has been used 
routinely. Its literal translation is clear and concise and says what 
is done and what we intended to it to mean when we wrote our 
2002 article in Dermatologic Surgery.1 When Robert Bernstein 
and I discussed the name for the procedure in the writing of 
that article,  we toyed with the idea of using the acronym FOX 
procedure for FOllicular eXtraction, but we discarded that idea 
because Follicular Unit Extraction was more descriptive and fol-
lowed the conventions defined in the standardized nomenclature 
the industry recognized in 1998 with the term Follicular Unit 
Transplantation (FUT) terminology, and I for one, believe that 
other terms that confuse our colleagues should be abandoned. 

References
1. Rassman, W.R., et al. Follicular unit extraction: minimally 

invasive surgery for hair transplantation. Dermatol Surg. 
2002; 28(8): 720-727.  

2. Seager, D. Dense hair transplantation from sparse donor 
area—introducing the “follicular family unit.” Hair Trans-
plant Forum Int’l. 1998; 8(1):21-23.

3. Rassman, W.R., and S. Carson. Micrografting in extensive 
quantities; the ideal hair restoration procedure. Dermatol 
Surg. 1995; 21:306-311. 

4. Bernstein, R.M., et al. Standardizing the classification and 
description of follicular unit transplantation and mini-mi-
crografting techniques. Dermatol Surg. 1998; 24:957-963.

5. Bernstein, R.M., and W.R. Rassman. The logic of follicular 
unit transplantation. Dermatologic Clinics. 1999; 17(2):277-
295.u 



Hair Transplant Forum International November/December 2013

www.ISHRS.org 227
[ page 228

Re: Hiccups
Jonathan Ballon, MD Atlanta, Georgia, USA 
jballon_md@yahoo.com

I read with interest Dr. Nilofer Farjo’s report of a patient who 
developed hiccups that lasted 4 days following a single pre-op 
dose of oral prednisolone(Forum; Volume 23, No. 3, p. 79).

Persistent hiccups are a frequent problem among neurosurgi-
cal patients, many of whom are on prolonged, high doses of oral 
or intravenous dexamethasone (Decadron), a potent corticoste-
roid used to control tumor-related vasogenic edema. If the hic-
cups do not resolve spontaneously, chlorpromazine (Thorazine), 
a centrally acting drug, is the treatment of choice and can be 
quite effective in relieving the sometimes debilitating symptoms; 
metoclopramide, phenytoin, valproic acid, and baclofen have all 
been used less effectively as alternative therapies.

Hiccups associated with the use of less potent oral corticoste-
roids (typically prednisone, methylprednisolone, and predniso-
lone), even when administered chronically, are rare despite the 

widespread use of these drugs across many different specialties. 
This begs the question whether a single dose of prednisolone 
could explain the complication Dr. Farjo has reported, and sug-
gests that her patient’s hiccups might have been due to another 
established mechanism, e.g., eating rapidly and/or swallowing 
air during his lunch break. 

Editorial Note: I welcome Dr. Ballon’s comments and he 
may be quite right that the cause of the patient’s hiccups was 
not related to drugs. At the lunch break, the patient had not yet 
begun to eat so I did not think that this was the cause. I have never 
come across hiccups in any other situation other than related to 
eating, and certainly have never seen an intractable case, so I was 
at a bit of a loss and hence my investigation into other possible 
etiologies. It would be interesting to hear from other surgeons 
of their experiences in relation to hair transplant cases as this is 
an under reported complication. —NFu

Re: FuE and donor depletion
Jae Hyun Park, MD Seoul, Korea jay8384@naver.com

It was a great opportunity to read a variety of opinions and 
pearls of wisdom from several authors. [(Controversies. Hair 
Transplant Forum Int’l. 2013; 23(3):86-93)] I appreciate valu-
able opinions from those with extensive clinical experience. As 
no comments were received for Asian patients, especially East 
Asians, I would like to add a few more matters related to them 
from my experience.

The FUE procedure for East Asians is unique for a few 
reasons:

1.  Face shape and hairline design are different.
East Asians have prominent cheekbones and a wide and flat 

face of the brachycephalic type. Therefore, the hairline of East 
Asians is significantly different from that of Caucasians with the 
dolicocephalic type face. In general, East Asian patients prefer 
a flat hairline to oval-shaped, and the flat design requires more 
hair than the oval shape.

Although a slight frontotemporal recess equivalent of Nor-
wood class II-III is natural in appearance for Westerners, it is 
regarded as advanced M-shaped hair loss for East Asians. For 
this reason, East Asian patients with MPB choose to have hair 
transplantation surgery at a young age and are unwilling to have 
an oval-shaped hairline in the procedure as it is also considered 
as the early or middle stage of M-shaped hair loss.

2.  The hair type of East Asians is different.
East Asians have dark hair and deep, thick follicles and have 

the brightest skin color among all Asians, so there is a stronger 
contrast in color between their hair and skin. In addition, East 
Asians have very low hair density. Caucasian males with baldness 
have almost 190-200 hairs/cm2 while East Asian males with the 
same symptom have about 120-125 hairs/cm2 (only 50-65% those 
of Caucasian males) and 65-75 grafts/cm2. The number of hairs per 
follicle, or follicular density, is also lower than that of Caucasians.

To avoid the “see-through appearance,” hairs need to be 
implanted at a similar density to Caucasians. This is problematic 
because the East Asian's donor hair density is lower than that of 
Caucasians but the need in the recipient area is similar.

A larger FUE punch is required for East Asians due to their 
thicker hair follicles. An 0.8mm punch, in the 0.75-0.90mm 
range, which Dr. Lorenzo said he prefers, is extremely difficult 
to extract 2 FU and 3 FU hairs, especially for East Asian male 
patients.

3.  East Asians have a different character scalp.
As Dr. Bertram Ng said about idiopathic occipital fibrosis, 

East Asians’ occipital donor area is much firmer and the bond 
of subcutaneous tissue and hair follicle or fibrosis in occiput is 
strong and extensive. As a result, a follicle is often in a nuded 
or skeletonized state, almost without perifollicular tissue when 
doing FUE extraction and this can cause a low survival rate and, 
in the end, donor depletion.

As mentioned above, East Asians have the brightest skin 
among Asians but it is still darker than that of Caucasians. As a 
result, white-spotted FUE scars are relatively more noticeable. 
Furthermore, the skin laxity of East Asians is lower than for 
Caucasians and so, therefore, is the number of hairs able to be 
collected by strip method.

4.  Additional comments.
In FUE punching, not all the hairs transected grow in the 

same spot again. Some do; others don’t. It is a widely-known 
fact from Dr. Kim’s1 study and other researchers.

Dr. Lorenzo mentioned that the rate of patients that progress 
to Norwood VI or VII was fortunately minimal; however, I 
disagree.

Norwood class III-VII in the group aged 70-74 years accounts 
for 82.8% in Norwood’s study2 and 82.6% in Unger's. In Unger’s 
study,3 Norwood class VI appears in 7% of the 70-74 year age 
group, 13% of 75-80 years, and 8% of those over 80 years old. 
Norwood Class VII affects 14.8% in the 70-74 years old range, 
13.7% in 75-80 years, and 26.1% in those over 80 years old.

5.  Summary
To summarize, FUE is not easy in East Asians. They have 

fewer donor hairs but need more hairs. Consequently, donor 
depletion is a very critical matter. For East Asian patients, sur-
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gical indication should be more carefully chosen and medical 
treatment has to be strictly monitored. Also, good operative 
planning and a handful of techniques are needed by very skillful 
and well-organized surgeons. 

From the very early stage, everything has to be judged overall, 
considering donor and recipient areas, conditions and progress 
of hair loss, and so on. Based on the surgeon's comprehensive 
judgment, we should be able to say “No” to patients when needed 
and be willing to make every effort to successfully transplant 
more hairs. 
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Re: European regulations 
Greg Williams, FRCS FRCS(Plast), London, UK
dr.greg@farjo.com

I read with great interest Jean Devroye’s update on the prog-
ress being made with the European Committee for Standardisa-
tion (CEN) project on Aesthetic Surgery as recommendations 
made in the final draft may have widespread impact on the 
practice of Cosmetic Surgery, including Hair Transplantation, 
across Europe. [Hair Transplant Forum Int’l. 2013; 23(4):].

I was also interested to see that in Belgium a new speciality 
has been created for Non-surgical Aesthetic Medicine. However, 
I am very surprised that in Belgium “the follicular hair transplant 
is considered as a non-surgical act.” I wonder if there has been an 
error in terminolgy and what Jean meant was that the Follicular 
Unit Extraction (FUE) hair transplant technique is considered a 
non-surgical procedure? It is difficult to see how the harvesting 
of a strip of hair-bearing skin, hemostasis and subsequent wound 
closure would not be considered a “surgical procedure.”

The British Association of Hair Restoration Surgery 
(BAHRS) has recently approved a set of Professional Standards 
for Hair Transplant Surgeons in which it states that  “BAHRS 
considers any hair transplant (including Follicular Unit Extrac-
tion—FUE) to be a surgical procedure.”

I look forward to seeing statements from other global hair 
restoration societies clarifying their positions on this issue.

A note from Jean Devroye: I took a look on the different 
documents. You are right, my formulation was not correct. The 
text in French says:

Art. 10 
§  1er. Les titulaires du titre professionnel particulier de mé-

decin spécialiste en médecine esthétique non chirurgicale visé à 
l’article 1er de l’arrêté royal du 25 novembre 1991 sont habilités 
à réaliser l’ensemble des actes relevant de la médecine esthétique 
non chirurgicale, à l’exception d’injections intra-mammaires.

§  2. Les titulaires du titre professionnel particulier de mé-
decin spécialiste en médecine esthétique non chirurgicale visé à 
l’article 1er de l’arrêté royal du 25 novembre 1991 sont également 
habilités à réaliser les actes relevant de la chirurgie esthétique 
suivants: 1° greffe capillaire;

Translation:
Article 10

1. The holders of the specific professional title of specialist in 
aesthetic medicine non-surgical referred to in Article 1 of 
the Royal Decree of 25 November 1991 shall be entitled to 
perform all acts under the non-surgical aesthetic medicine, 
with the exception of intra-mammary injections.

2. The holders of a specific professional qualification medical 
specialist in aesthetic medicine non-surgical referred to in 
article 1 of the Royal Decree of November 25, 1991 are also 
authorized to perform acts under the following cosmetic 
surgery: 1 hair transplant;

Editor’s note: This reply from Dr. Devroye does clarify part 
of Dr. Williams’ comments in that the Belgian authorities are not 
calling hair transplants a non-surgical act. However, the Article 
does state that surgical hair transplant procedures are allowed as 
part of the remit of specialists in non-surgical aesthetic medicine. 
So in essence the implication might be that hair transplants are 
not considered to be surgery in the traditional sense of the term. 
This is a very different concept to the definitions being considered 
in the UK where the Royal Colleges are pushing for upgrading 
cosmetic procedures in surgical terms. —NFu 
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Meetings and Studies
David Perez-Meza, MD Mexico City, Mexico DrDavidPM@permanenthairsolutions.com

ANCHORAGE  201118 ANCHORAGE  2011 19REGISTER ONLINE: www.ISHRS.org/AnnualMeeting.html

BASICS COuRSE  
IN FU HAIR RESTORATION SURGERy

DATE: Wednesday • September 14, 2011

TIME: 9:00AM-4:00PM

FEE: $895

LEVEL: Beginner

BASICS COURSE CHAIR & CO-CHAIR:  
David Perez-Meza, MD and  
Marco N. Barusco, MD

The 2011 Basics Course is a unique, hands 
on and indispensable experience with the 
overall emphasis for the knowledge of 
contemporary hair restoration surgery. Also 
this course is designed for providing basic 
and core skills essential for the practice of 
safe, aesthetically sound hair restoration 
surgery. 

The course is geared toward the novice 
level. Intermediate and advanced 
surgeons will also find the course 
useful as a refresher.

Participants should already possess 
an understanding of hair and skin 
biology, and general surgical technique/
experience. Lectures will include 
“Introduction and Guide for Beginners,” 
and “Hair Loss, Scarring and Non-
scarring Alopecias.” Then the students 
will formally rotate through four hands-

on stations to learn the different aspects of hair restoration 
surgery, many of which will utilize human cadaveric scalp tissue. 
The students will spend 55 minutes at each station to practice 
the different skills. The course concludes with a wrap-up session 
and Ask the Experts.

Course tuition includes online access to the ISHRS Basics 
Lecture Series enduring material (value $450) which includes 
15 pre-recorded comprehensive lectures covering medical and 
surgical hair restoration. The URL and passcode will be e-mailed 
to you prior the meeting. It is highly encouraged that you review 
the 15 lectures PRIOR TO THE MEETING. In addition, each 
student will receive a Physician Kit (value $160) which includes 
the instruments and supplies necessary to participate in the 
course. Participants may bring their own instruments for their 
own personal use during the course, if they wish.

PRECAUTION NOTE: This course will utilize human cadaver tissue and sharps. 
Although all tissue is pre-screened for contaminants and communicable disease, 
Universal Precautions must be observed for the entirety of this course. Please 
see the Attendee Agreement on the registration form. Scrubs are not mandatory, 
but you may wear scrubs for this course if you choose. Disposable protective 
coverings will be provided, including standard disposable latex gloves. If you have 
an allergy to latex or glove powder, please bring several sets of your own gloves.

LEARNING OBJECTIVES   
Upon completion of this course, you will be able to:

• Identify, advise and manage patients whose hair loss is 
androgenic and non-androgenic including scarring and non-
scarring alopecias.

• Design integrated medical and surgical treatment plan 
including hairlines and crowns for patients between the ages 
of 18 and 65 who have Norwood-Hamilton patterns II-VII 
taking into account both their current medical examination 
and potential for future hair loss.

• Calculate and safely administer an appropriate dose of 
medication for sedation and local anesthesia for hair 
restoration surgery including the use of techniques to 
minimize patient discomfort and the use of tumescent 
solution.

• Estimation of the donor area including scalp elasticity 
and density. Harvest hair bearing donor scalp with 
minimum follicular unit transection damage, and perform a 
trichophytic closure of the surgical wounds without tension.

• Prepare slivers and follicular units from donor tissue under 
the microscope with a minimum amount of transection 
damage to hair follicles.

• Prepare recipient sites for 1, 2, 3 and 4 hair grafts in both 
hairline, frontal, mid and posterior (crown) scalp with proper 
attention to ext angle, hair direction, depth of incision and 
spacing, so as to attain a natural appearance and optimize 
hair growth.

• Place follicular units grafts into the recipient sites oriented in 
both coronal and sagital directions.

David Perez-Meza, MD

Marco N. Barusco, MD
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STATION 1: Hairline & Crown Design

STATION LEADERS: William M. Parsley, MD and Mark A. Waldman, MD

The hairline design station will review the full (no hair loss) patterns in men.  This will be 
followed by the androgenetic hair loss patterns in both men and women.  The anatomic 
landmarks used to help in design and will be presented and discussed.  Once a general 
understanding of full and hair loss patterns is achieved, appropriate hairline designs will be 
drawn by participants with consideration of age, permanent donor supply, donor quality, 
balding patterns and patient desires. 

STATION 2: Anesthesia & Donor Harvesting & Donor Closure

STATION LEADERS: Daniel G. McGrath, DO,  
Parsa Mohebi, MD, David Clas, MD and  
Jonathan L. Ballon, MD

Participants will learn techniques for safe administration 
of tumescent donor anesthesia with minimal patient 
discomfort.  Techniques will include the use of distraction 
tools, micro drip “wand” injections and various mixtures 
of anesthetic agents and tumescent solutions. Strip 
harvesting with single and double bladed scalpels, and 
donor closure techniques including the trichophytic 
closure will be practiced on cadaver scalp tissue.  Safe 
management of tissue will be demonstrated. 

STATION 3: Graft Slivering & Preparation

STATION LEADERS: William H. Reed II, MD, Timothy P. Carman, MD and  
Antonio S. Ruston, MD

Participants will learn safe and effective techniques for accurate  
and efficient slivering of donor strips and preparation of  
single follicular grafts using microscopes, loupe magnification,  
backlighting and a variety of blades and instruments. 

STATION 4: Recipient Sites

STATION LEADERS: Robert P. Niedbalski, DO and Shelly A. Friedman, DO

Participants will practice creation of recipient sites on cadaveric tissue using a variety of 
instrumentation. Design and arrangement of sites will be practiced in the context of a 
complete hair restoration procedure.  Special emphasis will be placed on matching the 
recipient site tool with the size and location of the graft. 

WRAP UP SESSION

Participants will convene with the entire faculty for a session of “Ask the Experts.”  Here is your chance to ask the question 
that has been nagging you about the information and skills taught at the various stations. 
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W. M. Parsley, MD  M. A. Waldman, MD

P.Mohebi, MD D. Clas, MD J. L. Ballon, MDD. G. McGrath, DO

R. P. Niedbalski, DO  S. A. Friedman, DO

The ISHRS gratefully acknowledges A to Z SURGICAL,  

ELLIS INSTRUMENTS, and the FACULTY for their generosity in  

loaning instruments and equipment for this course; and  

PETER EHRNSTROM, MD, of Alaska Center for Dermatology  

for serving as this year’s Local Liaison.  THANK YOu!

REGISTER ONLINE: www.ISHRS.org/AnnualMeeting.html

W. H. Reed II, MD  T. P. Carman, MD Antonio S. Ruston, MD

Review of the ISHRS Beautiful Brows Workshop
october 27-28, 2013 • San Francisco, California, uSA

Edwin Suddleson, MD Beverly hills, California, USA

Mona Lisa has none. Brooke 
Shields’ are renown. Madonnas’ 
are flash and rebellion. They are 
eyebrows, of course, the frame to 
“the mirror of the soul.”  

Creation of beautiful brows was 
the subject of the ISHRS-sponsored 
Beautiful Brows Workshop last 
month in beautiful Walnut Creek, 
California, immediately following 
the ISHRS annual meeting. Dr. Sara 
Wasserbauer and her international 
faculty of eyebrow superstars got to-
gether with 19 attendees to share expertise on the care and feeding 
of the eyebrow. How many hairs are there in an eyebrow? What 
is the importance of hair caliber in the overall result? ANGLE 
and DIRECTION! What causes eyebrows to thin and what are 
the best available treatments? Who is a candidate for surgical 
treatment and who is not?

Dr. Wasserbauer gave the first presentation, “Brow Loss: 
Medical Overview.” As suspected, differential diagnosis of brow 
loss is a surprisingly complicated topic, and even more so when 
presented by an internist. So, there are those conditions that can 
and should be treated by surgical restoration, those that can be 
treated by surgical restoration but should not, and finally those 
that should never be treated by surgical restoration. Begin (in 
alphabetical order) with Alopecia Areata and end with Trichotil-
lomania. Now, we are ready to tackle the process of selecting, 
planning, and executing surgical restoration of the eyebrow.

Dr. Bobby Limmer presented the open forum discussion, 
“Consultation and Patient Selection.” Input from intermediate 
and advanced hair transplant physicians who participated in the 
meeting and from our superstar faculty led to a very informa-
tive, fast moving, and frank discussion that propelled us through 
the break.

This was followed by Dr. Edwin Suddleson’s “Preoperative 
Considerations,” which was a more formal review of safety 
and emergency preparedness, pre-operative patient evaluation, 
and how to avoid unsafe medical situations. In addition, how 
to make an accurate diagnosis was presented as well as some 

examples of typical eyebrow res-
toration cases and types of illness 
typically treated with before and 
after photos. Finally, the physical 
examination was covered with 
a discussion of facial shape and 
landmarks for eyebrow evaluation. 
There were also a few words about 
informed consent. Rounding out 
the morning, Dr. Damkerng Path-
manovich spoke about eyebrow 
design with an emphasis on how 
to achieve symmetry.

Our first live surgery for the day was a total eyebrow resto-
ration in a 62-year-old woman who plucked out her eyebrows 
in high school and has been painting them on ever since (oper-
ated on by Dr. Wasserbauer). Next, we had the case of a young 
woman with post-traumatic eyebrow loss on both eyebrows 
(operated on by Dr. Suddleson). Long hair transplantation for a 
good preview was demonstrated.  Work stations with equipment, 
silicone fake scalp models for design and placement practice, 
and Dr. Wasserbauer’s model patients were also around for the 
participants and faculty to observe and handle.

The second day began with a presentation by Dr. Marcelo Pi-
tchon on long hair preview transplantation and its use in eyebrow 
restoration.  Additional presentations dealt with the remaining 
topic of post-op care and the advanced topics of “stick-and-place” 
technique, use of FUE, and the role of eyebrow transplantation 
in facial reconstruction. There was also a demonstration of 
eyebrow tattooing.

Two additional live cases demonstrated the repair of previous 
eyebrow transplantation misadventure and “stick-and-place” for 
touch-up to the head of the eyebrow.

Between the various sessions, lively discussions were tak-
ing place on the treatment of alopecia areata, trichotillomania, 
harvesting methods, graft placement methods, and all aspects 
of practice development. I would like to congratulate and thank 
Dr. Wasserbauer for conceiving of, organizing, and running a 
truly outstanding workshop.u
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ISHRS Annual Giving Fund 
2013 Year-End Report

Dear Colleagues:
As this year draws to a close, we can look back with pride and enumerate the accomplishments of the Annual Giving 

Fund in 2013. At the end of my third term as Chair, I am pleased to share the ongoing successes of the AGF.     

2013
To recap, while the ISHRS Annual Giving Fund fell short of its fundraising goal in 2013, it still supported many worthwhile 

ISHRS initiatives. Our goal was to earn $60,000 in donations, but unfortunately, we had a negative variance of ($7,675).    
Regardless of this shortfall, I want to personally thank all who contributed so generously this year making it possible for us 
to raise a very respectable $52,325. Each of you has helped the ISHRS achieve many of its philanthropic and educational 
goals and provide valuable member benefits. Your kindness and ongoing support of the Society through your AGF donation 
is very much appreciated by the leadership and me. 

The proceeds from the year’s Annual Giving Fund were used to support several projects. Here is a summary of what 
your donation helped to fund in 2013:

• Operation Restore Pro Bono Program
• Cicatricial alopecia research
• Communications & public education, which includes website improvements and SEO 

2014 GoAlS
In 2014, we hope to reach our $60,000 fundraising goal.  We will be reaching out to new and old members asking them 

to carry the torch. It is my hope that many of you will be inspired by the important works that past donations have funded. 
In addition, here is a list of what your future possible donation will help to fund in 2014:

• Operation Restore Pro Bono Program
• Continued support of cicatricial alopecia research
• Translate the patient pages on the ISHRS website into 5 additional languages. The site currently has translations in 

Arabic, Italian, Japanese, Korean, and Spanish.
• Move into the next phase of our integrated communications strategic plan with the goal to elevate the status of hair 

restoration surgery and the ISHRS via web marketing, social media, and media relations

PlEASE ConSIDER DonATInG
For those who have not yet contributed, it’s easy to support our Society. If you choose to donate for 2014 or make an-

other multi-year pledge, please complete the online donation form by going to:  http://www.ishrs.org/content/ishrs-annual-
giving-fund.  

Or, if you prefer, you can contact Kimberly Miller at the ISHRS headquarters office at agf@ishrs.org with your credit 
card information, amount of donation, and number of pledge years. New donors will receive a lapel pin, and we ask you to 
wear it proudly at the ISHRS meetings.

Your generosity in giving makes a concrete statement that you support the ISHRS and its initiatives. Thank you for your 
consideration of a gift to the Annual Giving Fund. All gifts are tax-deductible within provisions of your national income tax 
laws. Should you need additional information, please contact ISHRS Headquarters at 1-630-262-5399.

Most sincerely,

John D.N. Gillespie, MD, Chair
ISHRS Annual Giving Fund 
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Thank You to Our 2013 Donors
The ISHRS gratefully acknowledges the generosity of the following individuals who have made 

donations to the Annual Giving Fund.
 

Supporter's Circle: $ 500
Jonathan Ballon, MD
Alfonso Barrera, MD
Michael L. Beehner, MD
Alex Ginzburg, MD
Edmond L. Griffin, MD
James A. Harris, MD
Barry H. Hendler, MD, DDS
Carlos Puig, DO
Robert J. Reese, DO
Nicole Rogers, MD
Cagatay Sezgin, MD
Arthur Tykocinski, MD
Deg Yong Yu, MD

Contributor’s Circle: $ 250
Ji-sup Ahn, MD, PhD
Conradin von Albertini, MD
Julieta P. Arambulo, MD
Gerlinde Barnikel
Alaa El-Din El Saharty
Hyo Kang, MD
Frank G. Neidel, MD
Paul T. Rose, MD, JD
William J. Woessner, MD

 
Trustee Circle: $2,000
Bernardio Arocha, MD
Alan J. Bauman, MD
Mark A. Bishara, MD
John P. Cole, MD
Mark S. DiStefano Sr., MD
Vincenzo Gambino, MD
John D.N. Gillespie, MD
Larry J. Shapiro, DO
Kenneth J. Washenik, MD, PhD
Sara Wasserbauer, MD
Kuniyoshi Yagyu, MD

Leadership Circle: $ 1,000
Timothy P. Carman, MD
Glenn M. Charles, DO
Vance W. Elliott, MD
Edwin S. Epstein, MD
Jeffrey S. Epstein, MD
Koray Erdogan, MD
Bijan Feriduni, MD
SungJoo Hwang, MD, PhD
Grant F. Koher, DO
Samuel M. Lam, MD
Jose Lorenzo, MD
Emorane Lupanzula, MD
Mario Marzola, MBBS
Damkerng Pathomvanich, MD
Rajendrasingh Rajput, M.Ch.
Asim Shahmalak, MBBS
Piero Tesauro, MD
Robert H. True, MD, MHP
Anastasios Vekris, MD
Kenneth Williams, DO
Craig L. Ziering, DO
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Ailene Russell, NCMA Charlotte, North Carolina, USA arussell@haircenter.com

Surgical Assistants Corner

I would like to take this opportunity to thank all of you—those who have taken the time to write an 
article and those who read our Surgical Assistants column. This is the last article for this year’s Forum! 
We began this year with the idea of change and evolution, and this columnist would like to see this 
thought carried forward…. We will have new editors, new ideas and old ones to work through, combine 
and come up on the NEW SIDE! 

This article was submitted by Auson Edwards, BSc (Biochem), who has been with the Farjo team for 
a little more than a year. The article serves to point out the importance of post-op care and how it is done in Manchester, UK, by 
the nurses for the patients of their clinic. His thought-provoking impression of the reasoning behind the recommendations brings 
up valid questions for all of us.

Hair transplant post-op procedures and products
Auson Edwards, BSc (Biochem) Manchester, UK nurses@farjo.com

There is a universal standard and understanding in regard to 
the hair transplant procedure among world surgeons and hair 
transplant professionals. However, there is an abundance of 
variation, professional and personal, in how the procedures are 
performed; beginning with the pre-operative selection criteria, 
the type of procedure selected, and post-operative instructions 
and care. This article aims to highlight and address the variations 
in post-operative instructions, products, and care.1,2 By looking 
at these variations, steps can be taken to suggest areas of further 
research to assist in standardizing hair transplant post-operative 
instructions. Although these variations in post-operative instruc-
tion for hair transplant surgery are evident, there is unanimity in 
the main objective of the post-operative instructions, which is to 
ensure graft health, promote optimum wound healing conditions, 
and prevent infection.

There is no argument that the survival of grafts and growth 
is crucial in producing the best result possible for our patients.2 
The key factor in achieving this result is ensuring that grafts are 
not dislodged from recipient sites. It comes as no surprise that 
when told this, a patient will usually ask, “At what point are 
transplanted grafts so securely anchored in the scalp that they 
cannot be dislodged?”

A study performed by Dr. Robert M. Bernstein and his team 
showed that most grafts are vulnerable to dislodgement until the 
5th or 6th day post procedure.3 The article also states that this 
time frame and risk of graft dislodgment is dependent on scab 
formation and wound healing. Results showed that the formation 
of scabbing can serve as a coagulum to hold grafts in place im-
mediately post operation. However, in the long run, it is shown 
that long-term crusting formation can prolong the time period 
patients remain at risk of losing grafts and prevent patients from 
returning to their regular hair care regime. The proposed ideal 
solution is to facilitate conditions where crusting and coagulum 
are formed 1-2 days post procedure and then conditions that 
obviate this in the long term. 

The final unified objective of post-operative instructions 
is to prevent bacterial infection. Infection occurs very rarely, 
but when it does occur it can cause a range of uncomfortable 
symptoms for the patient and lead to even further complications. 
The above objectives are standard, but their implementation is 
where variation in post-operative instructions occurs, and this 
is especially so in the products used.

In our post-op care, we use a combination of three products: 
a ph balanced shampoo, a conditioner, and an antiseptic lotion. 
The shampoo is used 24 hours after the procedure to keep the 
scalp and hair clean and to alleviate irritation. This shampoo also 
has low viscosity, an alternative to a thick-textured shampoo that 
might dislodge grafts and is harder to wash out of hair. Some 
practices suggest using baby shampoo thinking it is less irritating, 
but this is a misconception. Most baby shampoos have alkaline ph 
so as to not to sting the eyes of the child, whereas the shampoo 
we use is at a balanced ph of 6. Ingredients in the shampoo also 
include anti-scaling, anti-irritation properties, formulated with 
mild pharmaceutical grade surfactant. Surfactants or detergents, 
often used in washing products and shampoo, are a major compo-
nent of most cosmetic products. Detergents allow lipids and other 
hydrophilic dirt to emulsify in water and then wash off. There 
are a wide range of surfactants used in cosmetics and knowing 
which are strong and which are mild can help in deciding what 
shampoo is not irritating or damaging to the hair or skin. Most 
shampoos, no matter how mild the surfactant, will usually also 
remove the natural oils of the hair, leaving the outer cuticle of 
the hair shaft exposed, raised, and brittle.  

 The reason why conditioners are often recommended is to 
help replenish natural oils and coat the cuticle and lay it back 
down against the shaft. Conditioners are normally surfacing 
acting, but for damaged hair, deeper penetrating conditioners 
that will act within the cuticle and cortex to strengthen and re-
pair keratin bonds may be more effective. At our clinic, we use 
a conditioner that is extremely rich in natural oils and mimics 
sebum (the natural oil secretion of the scalp).  

The final product is the antiseptic moisturizer, which is used 
to prevent infection and to optimize scalp health. Frequent use 
of this moisturizer is advised to keep scabbing and scaling to a 
minimum allowing for ideal conditions for grafts to settle. Some 
surgeries and surgeons will use normal saline spray to keep 
wounds moist, but this has to be done too frequently to be a vi-
able option for many patients. Polysporin Antibiotic Ointment 
is also another popular choice, used 3-4 times a day to prevent 
scabbing and scaling and to keep the grafts and scalp moist.4 
Our moisturizer has anti-bacterial, antiseptic, anti-dandruff, 
and anti-scaling ingredients and also contains a humectant that 
normalizes dry scalps.



Hair Transplant Forum International November/December 2013

www.ISHRS.org 233

With the shampoo, conditioner, and moisturizer, and fol-
lowing our post-operative instructions, we successfully fulfill 
the above post-op objectives. We ensure the grafts stay secure 
and healthy in the scalp and we maintain optimum conditions 
of the scalp and hair to promote rapid and quality healing of the 
wounds. It is very understandable that other practices will use 
different methods and products and still gain excellent results.  

Above, I have highlighted three main objectives of post-op 
care, and using my research, knowledge, and personal experi-
ence, I have suggested some ways of accomplishing those objec-
tives. It is easy to forget our patients at the end of the day when 
they walk out of our surgeries. Some patients we do not hear 
from until 14 days after surgery when they come back for suture 
or staple removal and sometimes longer time spans.1 Eventually, 
it would be good to see some form of standardization of post-op 
protocol that addresses the issues of graft attachment and health, 
wound healing, scabbing, infection, and creating the least irritat-
ing and most rapid recovery period for the patients. 
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The International Society of Hair Restoration Surgery (ISHRS) is pleased to present its On-Demand Webinars. Recorded webinars are 60 to 90 minutes in length. 
You can listen to the webinars 24/7/365—whenever it’s convenient for you! 

GROW HAIR GROW! MINIMIZING POOR GROWTH IN HAIR TRANSPLANTS AND NEW WAYS TO MAX IT OUT
Speakers: Mario Marzola, MBBS; Michael L. Beehner, MD; John P. Cole, MD; William M. Parsley, MD
This webinar shares insights on how to minimize poor growth outcomes in FUT and FUE procedures. Case studies illustrate the best practices in maximizing 
hair growth, lessons learned, and how to confront patients with poor growth. The faculty also discuss new ways to maximize growth in the use of vasodilators, 
angiogenesis stimulators, PRP, Lipophillic ATP, ACell, and other growth maximizer treatments. 

ISHRS On-Demand Webinars
Enduring Material, Online Format

Sponsored by the International Society of Hair Restoration Surgery

INTRO TO BIOSTATISTICS & EVIDENCE BASED MEDICINE
Speakers: Jerry E. Cooley, MD; Jamie Reiter, PhD
This webinar provides basic information regarding proper research design and statistics for investigators in hair restoration surgery through didactic lecture 
and dialogue between presenters. It covers the importance of proper design and analysis, typical research questions asked by ISHRS members, research 
design, statistical analysis, and resources.

GOING VIRAL: UNLOCKING THE SECRETS OF SOCIAL MEDIA FOR HAIR TRANSPLANT PATIENT EDUCATION AND BEYOND
Speaker: Alan J. Bauman, MD
Social media is “an umbrella term that defi nes the various activities that integrate technology, social interaction, and the construction of words, pictures, 
videos, and audio.¨ It describes the “zillions” of conversations people are having online 24/7. Social media is shifting power away from the editors, publishers, 
the establishment and the “media elite.” Beyond just another marketing channel, you need to understand how to leverage social media and its implications 
for your practice.

Pricing: ISHRS Members: $40 per credit hour; ISHRS Pending Members: $45 per credit hour; Non-Members: $50 per credit hour

http://www.ishrs.org/content/demand-ishrs-webinars
FOR MORE INFORMATION OR TO REGISTER:
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Classified Ads

To Place a Classified Ad
To place a Classified Ad in the Forum, simply e-mail cduckler@ishrs.org. In your email, please include 
the text of what you’d like your ad to read—include both a heading, such as “Tech Wanted,” and the 
specifics of the ad, such as what you offer, the qualities you’re looking for, and how to respond to you. 
In addition, please include your billing address.  

Classified Ads cost $85 per insertion for up to 70 words. You will be invoiced for each issue in which your ad 
runs. Our 2012 rate sheet can be found at the following link: http://www.ishrs.org/ishrs-advertising.htm

Experienced Hair transplant technician Needed
National Hair Centers, Phoenix, AZ is looking for Part-Time, experienced hair transplant technicians to assist in FUE and 

FUT surgeries. Local technicians preferred, but will pay travel expenses for qualified out of state technicians. 
All inquiries are kept confidential. 

To submit your resume, apply online at: www.nationalhair.com/careers

Hair transplant Surgeon Needed
Very busy plastic surgery office in need of full time experienced hair transplant surgeon. 

$300,000 plus Bonus. Practice is located in Central Florida. We prefer surgeon with FUE experience.
Please email your CV to hairtransplant45@yahoo.com

Seeking Experienced int’l Practice Performance manager
We are actively recruiting for an experienced International Practice Performance Manager – Europe, Home based. 

He/She plays an important role in supporting new and existing customers to grow their practice through
 clinical excellence and/or practice marketing. 

Previous surgical hair transplant and medical device training experience, credentials such as RN/PA/MA/Engineering preferred. 
Ability to travel within assigned region 30%-50% of the time. English language skills required. 

Send your résumé to linal@restorationrobotics.com.
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SAVE THE DATE

November 10, 2014

AbHrS/IbHrS exAm
bangkok, Thailand
Sponsored by : Amer ican Board  
of Hair Restoration Surgery
www.ABHRS.org
For details contact : abhrs@sbcglobal .net

November 11,  2014

AAHrS LIve Surgery WorkSHop 
bangkok, Thailand
Sponsored by : Asian Association  
of Hair Restoration Surgeons
www.AAHRS.asia
For details contact : aahrs2010@gmail .com

A NC I L L A RY  M E E T I N G S  As you 
plan your itinerary, please make note of 
these Ancillary Meetings to occur in Bangkok 
preceding the ISHRS Annual Scientific Meeting. 
We have coordinated the events for the 
convenience of our attendees. Each will have 
separate registration with details to come.

International Society of Hair Restoration Surgery  
303 West State Street, Geneva, IL 60134 USA  

TEL 1.630.262.5399 or 1.800.444.2737   FAX 1.630.262.1520
info@ishrs.org I www.ISHRS.org
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Hair TransplanT Forum inTernaTional
International Society of Hair Restoration Surgery
303 West State Street  
Geneva, IL  60134 USA

Forwarding and Return Postage Guaranteed

2014:  22nd ASM
  November 12-16, 2014 
  Bangkok, Thailand

2015:  23rd ASM
  September 9-13, 2015 
  Chicago, Illinois, USA

2016:  24th ASM
  November/December 2016 
  Central America, TBC

Dates and locations for future ISHRS 
Annual Scientific Meetings (ASMs) 

     Date(s) Event/Venue      Sponsoring organization(s) Contact Information

upcoming Events

Advancing the ar t and 
science of hair restoration

2 Sessions:
March 11-14, 2014
May 20-23, 2014

Tel: 33 (0)1 + 42 16 13 09
sylvie.gaillard@upmc.fr

University Diploma of Scalp Pathology and Surgery
Paris, France

University of Paris VI 
www.hair-surgery-diploma-paris.com

April 9-12, 2014 Valarie Montalbano, 
Workshop Coordinator 

HValarieM@leavittmgt.com

20th Annual Orlando Live Surgery Workshop
Orlando, Florida, USA

International Society of Hair Restoration Surgery 
Hosted by Matt L. Leavitt, DO

May 21-24, 2014 5th Brazilian Meeting of Hair Restoration Surgery
Maresias Beach, Sao Paulo, Brazil

Brazilian Society of Hair Restoration Surgery (ABCRC)
www.abcrc.com.br/congresso

Arthur Tykocinski, MD, Program Chair
arthur@cabelo.med.br

June 13-15, 2014 ISHRS European Hair Transplant Workshop
Brussels, Belgium

International Society of Hair Restoration Surgery
Hosted by Jean Devroye, MD

www.European-Hair-Transplant-
Workshop.com

workshop2014@drdevroye.com

June 26-29, 2014 XV ISHR International Meeting: 
Advancing in Hair Restoration

Siracusa (Sicily), Italy

Italian Society of Hair Restoration
Hosted by Franco Buttafarro, MD & Pietro Lorenzetti, MD

lorenzettipietro@virgilio.it
francobuttafarro@gmail.com

www.ishr2014.com
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