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MINUTES OF THE EXECUTIVE SESSIONS

REPORT OF THE SECRETARY

The membership through prior to the April 2007
election included 126 Active members, 65 Emeriti
members, 53 Corresponding members, 6 Honorary
members, and 4 Associate members, for a total
membership of 254 Fellows.

Drs. Steven Bielamowicz, Henry T. Hoffman,
Albert L. Merati, and David Myssiorek were elected to
Active Fellowship and Drs. Fred Herzon and Robert
Toohill were elevated to Emeritus Status

After election of the nominees, the 2007 roster
reflected 128 Active, 67 Emeritus, 53 Corresponding,
6 Honorary, and 4 Associate members. These totals
also reflect we were notified that four members are
deceased.

Dr. Kenneth Altman was recommended to serve
as the ALA representation to CORE. He would assist
in reviewing grant proposals related to laryngology.

Dr. Andy Blitzer has bequeathed $100K to
establish a lectureship in his name at the time of his
death.

During the last COSM Secretaries” Meeting, it was
reported that COSM, under management of the ACS, has
become financially stable. He also reported that a
proposal to change the meeting from four days to five
days is being considered. Discussion will continue at the
next meeting scheduled for February 16, 2008.

Respectfully submitted,
Marvin P. Fried, MD
Secretary

REPORT OF THE TREASURER

The Treasurer’s report and financial statements
were prepared by the ACS. The Treasurer stated that the
relationship with the ACS continues to be successful

The dues statements for 2008 will be mailed in
October. There is a number of fellows who are still
delinquent so communication continues to bring those
dues current. ACS separated the operating budget from
the investment budget. Expenses have been reduced by
having the Winter Council Meeting via teleconference.
Dr. Benninger suggested the creation of a small

committee that would focus on fundraising may provide
opportunities to the Association to increase its finances.
Dr. McGuirt was requested to write a proposal re:
various ideas, such as naming opportunities. The
transition of ALVRE funds to the ALA have been
completed.

Respectfully submitted,
Michael S. Benninger, MD
Treasurer

REPORT OF THE HISTORIAN-EDITOR

Transactions

Approximately $8500 in production and mailing
expenses were saved by downloading the 2006
Transactions to the website. Only ALA Fellows have
access to the documents and there is notification on the
site for non-members to contact the Administrator to
arrange for the purchase of the Transactions.

ALA Website

This year’s traffic on the website continues to increase.
During the first quarter (January 1 — April 1, 2007) there
was an average of 1,523 hits per day. An average of
235.46 persons visited the site daily and spent 15.5
minutes logged on. Two action items (to provide
availability for inquiries on member locations for visitors
who may seek a physician in a certain location and to
obtain data on which sites are visited the most) that

would improve the site were discussed at the Council
Meeting.

Finally, Maxine continues to update and add Fellows’
email addresses in the directory. Each Fellow is
encouraged to review his/her member file on the site and
update the information. One goal for the upcoming year
is to increase the number on the distribution list which
will allow information to be circulated more efficiently
and cost-effectively through email.

ALA Fellows Census
We were notified of the deaths of two Emeriti fellows
since our Winter Council Meeting: Dr. George Sisson,
Emeritus Fellow, passed on August 6, 2006. Dr. Burton
J. Soboroff (an Emeritus Fellow) passed on October 7,
2004
Respectfully submitted,
C. Gaelyn Garrett, MD
Historian-Editor
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Presidential Remarks
The Academic Practice of Otolaryngology:
Surgical Innovation in an Evidence Based-Managed Care Era

GAYLE E. WOODSON, M.D.

Since the phrase was coined in the
1990’s, “evidence-based medicine” has
become widely accepted as the standard
of care. The term seems to imply that in
prior history, medical care was not based
on any evidence, which is of course not
true. Instead, “evidence based medicine”
is a system for standardizing procedures
to evaluate medical evidence.
"Evidence-based medicine is the
conscientious, explicit and judicious use
of current best evidence in making
decisions about the care of individual
patients.” (1) The goal is to identify all
available evidence and draw the best
conclusions. The latter 20" century also
saw changes in the financing of health
care. Increasingly, third party payers
began to review and regulate what care
they would pay for, rather than accepting
the judgment of the treating physician. A
question that arises is this: if only proven
treatments will be reimbursed, how will
evidence to support new treatments be
developed? For drugs and devices,
industry can fund research and
development. But what about surgery?
Will the newer approaches to assessing
and paying for medical care stifle surgical
innovation?

Let us take a look at how surgical
procedures have evolved and been
invented in the past. In contrast to the
development of pharmaceuticals and
devices, surgical innovation is

accomplished by individual surgeons.
Often, new approaches are serendipitous
adaptations that are invented in response
to needs suddenly encountered in the
course of operations. Major advances are
nearly always achieved by operating
“outside the box™ of usual practice.
Development is largely by trial and error,
and is uncontrolled. Rather than
designing prospective trials, surgeons
generally adopt newer techniques on the
basis of andectdotal evidence. We tend
to exhibit almost superstitious behaviour.
With a bad outcome, we often choose to
avoid that approach in the future, rather
than assessing the reasons for failure.
The net result is a dearth of evidence to
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support our practices. If in the future we
are only reimbursed for procedures based
on evidence, this style of development
will obviously have to change.

SURGICAL INNOVATON IN
LARYNGOLOGY

Table 1 lists some of the critical surgical
developments in Laryngology. These
procedures or techniques were
revolutionary when introduced. They
changed the way we care for patients, and
in some cases, seemed quite radical at the
time. For example, today we consider
tracheotomy to be a time-honored and
often life saving procedure. But until the
mid-nineteenth century, it was rarely
used, and was widely regarded as
reckless. In 1799, George Washington
died of an acute throat infection, probably
epiglottitis. The three physicians treating
him used blood-letting and poultices,
standard treatments of the day, to no
avail. One of the physicians proposed a
tracheotomy, but the other physicians
refused on the grounds that it was a risky
and unproven. (2) Washington was only
68 at his death, and a tracheotomy could
have allowed him to live several more
years. The eventual acceptance of
tracheotomy is a good example of a
surgical advance that required surgeons
and patients to take chances in initial
phases of application.

Endoscopic surgery of the larynx required
the development of novel equipment and
techniques. As with tracheotomy,
transoral surgery on the larynx was
initially regarded as risky. After sporadic
reports from surgeons in Europe,
Chevalier Jackson in America developed

safe and effective equipment and
procedures for laryngoscopy. And
inspired by his early experiences in
retrieving drill bits from the shafts of his
father’s oil wells, he developed special
instruments for removing foreign bodies
from the esophagus and bronchi, which
had previously been frequently fatal
problems (3). Endoscopy is an important
surgical approach, which exposed
patients to uncertain risks during
development.

Laryngectomy was first performed in the
late nineteenth century, but it was rarely
used and frequently resulted in death due
to infection.(4) It was regarded as a
procedure of last resort until the advent of
antibiotics made it much safer. It is still
the gold standard of cure for laryngeal
cancer, although newer treatment
approaches can preserve the larynx.

For many years, there was no effective
treatment for the hoarseness due to
unilateral vocal fold paralysis. Chevalier
Jackson stated that the management of
laryngeal paralysis chiefly consisted of
identifying the cause, as there was no
effective means of restoring the voice.(5)
But the persistence of Godfrey Arnold,
through trial and error in many patients,
developed the instruments and materials
for injection augmentation of the
paralyzed vocal fold.(6) The techniques
of laryngeal framework surgery were
based in part in cadaver dissections, but
the rationale was clearly derived from the
success of vocal injection.

The first use of recurrent laryngeal nerve
section for the treatment of spasmodic
dysphonia was a bold act, performed by
Herbert Dedo in a high profile patient. (7)
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It resulted in immediate and dramatic
relief of vocal spasm and strain.
Although nerve section is no longer
considered the first choice treatment for
this disease, the initial success of this
procedure transformed perceptions of
spasmodic dysphonia. For many years it
was regarded as a psychosomatic
problem, but its response to surgical
intervention indicated an organic cause.
Current therapies, such as botulinum
toxin and nerve transfer, would likely
never have been conceived without the
first step of recurrent laryngeal nerve
section.

Not all attempts at surgical advances have
good outcomes. For example, current
voice restoration after laryngectomy is
predominantly accomplished by a
prosthetic shunt which maintains patency
of a puncture between the trachea and the
esophagus. This is a simple and benign
procedure. But a number of other
approaches were tried before arriving at
present day management. In particular,
the Taub “Voice Back” prosthesis was a
large valve system, designed to shunt air
from the trachea into the esophagus. (8)
Although initially effective, it failed
publicly and rather tragically when the
device caused the rupture of the carotid
artery of a famous patient who was
passing through Heathrow Airport.

Table 1
Tracheotomy

Direct Endoscopy
Laryngectomy
Vocal Fold injection
Voice Prosthesis
RLN Section for SD
Framework Surgery
Microflap

EVIDENCE BASED MEDICINE
LEVELS OF EVIDENCE
Level I: Randomized controlled trial

Level 11-1: Non- randomized trial
Level 11-2: Cohort or case-control

study
Level 11-3: Other series or studies
Level I11: Opinions of authorities or

reports of expert committees

Table 2 lists the classification of Levels
of Medical Evidence (1). The
randomized clinical trial is the most
reliable evidence for efficacy of a
treatment for a disease. Patients are
randomly assigned to receive either the
treatment being studied, or to receive
either placebo, no treatment, or another
treatment. Within the Level of a
randomized controlled trial, there is
further stratification of the strength of the
evidence. The strongest evidence is from
a “double blinded” study, where neither
the patient nor the clinicians know what
treatment the patient is getting. There
should be enough patients in the study to
account for variation in disease and
response to treatment. Thus, clinical
trials typically involve large numbers of
patients, and can take many years to
complete.

The first publication of a randomized,
controlled clinical trial was a study of
Streptomycin as a treatment for
tuberculosis. It was published in the
British Medical Journal in 1948. (9) The
drug was compared the standard
treatment of the day, bed rest. Treated
patients received several injections a day.
There were no placebo injections for
control patient, as the shots were deemed
to be too painful to inflict, and therefore
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the study was not blinded. However,
patients were randomly assigned to the
treatment or control group. After six
months, 51% of patients who received
streptomycin were improved, while only
8% of patients receiving only bed rest
improved. Streptomycin became the
standard of care.

Although the randomized trial is the best
evidence, such data is not available for
many problems and treatments.
Completion of a study requires
considerable resources and dedication.
Also, some diseases and treatments do
not lend themselves well to study, for a
variety of reasons. And in some cases, a
clinical trial is considered unethical. If
there is already considerable evidence
that conclusively demonstrates efficacy
of a treatment, it would be inhumane to
deny that care to the control group. In the
infamous “Tuskegee” experiment,
medical treatment was withheld from 400
men with syphilis, in order to document
the natural history of the disease. (10)
This study has been universally
condemned and has motivated the
development of important ethical
standards for clinical trials. One could
conclude that our knowledge of diseases
caused by thermonuclear radiation is
inadequate, because there have only been
two cities subjected to a nuclear bomb. It
is the ardent hope of the world that such a
situation never repeats itself, and we have
learned many lessons from the people
who suffered through those events. It is
very important, therefore, that all the
evidence in Levels II and III, including
case series, uncontrolled trials, and exert
opinion be carefully reviewed before
embarking on a randomized clinical trial.
Also, any conclusive evidence from

animal trials cannot be ignored, even
though animal studies did not even make
the list of Medical Evidence. The rights
and welfare of patients have top priority
and clearly effective care should never be
withheld for the mere purpose of a more
prestigious level of evidence.

EVIDENCE BASED SURGERY

There are a number of issues that make it
difficult to conduct clinical trials of
surgical procedures. First, it is obvious
that a surgeon cannot be blinded. And a
patient cannot be blinded when surgery is
compared to no surgery, unless sham
procedures were used in control patients.
Though feasible in animal studies, it is
unconscionable in human patients. There
is at least one study in the literature that
compared mastoidectomy to a sham
procedure for Meniere’s disease. (11)
This protocol would not be approved by
any Human Subjects committee today.
The evaluators can be blinded to the
procedure to reduce bias in collection of
outcome data. Even so, the anatomic or
physiologic effects of surgery may make
it impossible to completely blind the
observer.

Randomization can be a significant
deterrent to surgical trials. Patients are
often unwilling to accept randomization
to determine which surgical procedure
will be performed. With medication, if
the patient is unlucky enough to be
randomized to the group with the poorer
outcome, that patient can receive
treatment after the study. But surgery
invokes a permanent anatomic change. If
the patient gets the “wrong” surgery, the
“right” surgery may no longer be
possible. Surgeons are understandably
reluctant to refer a patient for a
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randomized trial when they have
confidence in one of the treatment arms.

For many surgical issues, the problem is
one of numbers. It is just not possible to
collect sufficient numbers in a single
surgical practice. Thus, studies will
nearly always have to be multi-center and
multi-surgeon. This introduces even
more variability in the actual treatment
being given. The surgeons in the study
will vary in expertise and experience with
the different procedures. Even if there is
a training program to try to standardize
techniques, the actual procedure will vary
between surgeons, and even between
patients under the same surgeon.

Because of difficulties in conducting
controlled trials, the vast majority of
evidence for surgery is from uncontrolled
trials and case series reports. And this
literature is compromised not only by the
level of evidence, but by a systematic
bias in surgical literature: the tendency to
report only positive results. This is due
not only to the reluctance for surgeons to
report failure. It is also much more
difficult for a negative finding to be
accepted for publication. But in fact,
negative and even disastrous results can
often be the most valuable information
for surgeons. Avoiding mistakes made
by others is very desirable! And if a
procedure is ineffective, it is best that
other surgeons do not perseverate in
subjecting patients to surgery with little
chance of benefit.

Adverse outcomes encountered during
the development of new surgical
procedures are only sporadically reported
in the literature. Koufman was one of the

first surgeons to use arytenoid adduction
surgery in this country. He reported
carotid rupture in one of his early cases
(12). The report was very important,
because it informs all subsequent
surgeons to be vigilant in avoiding this
complication, and developing alternate
surgical approaches. Unfortunately, this
type of reporting is too uncommon in the
surgical literature. There is no common
authority that tracks adverse outcomes,
analogous to the FDA. Surgeons usually
report their successes while failures and
complications are not regarded as
worthwhile publications. Therefore, the
best evidence for failure of a new
procedure is usually the lack of any
subsequent publication on its use. The
reasons for abandonment of a new
procedure are often only available by
word of mouth.

Adverse outcomes are also under-
reported for some procedures that are
widely performed. For example, surgical
excision of vocal nodules can have the
devastating complication of vocal fold
scarring, with severe voice impairment.
There are no data in the literature to
indicate the incidence of such
complications; however, the media have
reported career-wrecking vocal
impairment after surgery in two very
prominent individuals, Pete Wilson (13)
and Julie Andrews. (14) The general
consensus among laryngologists is that
vocal nodules should first be treated with
voice therapy. Nodules are caused by
excessive glottal closure force. Voice
therapy is often quite effective in
restoring vocal function, even if the
nodules do not completely resolve. (15)
Surgery does not correct vocal behavior
and so recurrence is a problem, not to

17
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mention the potential for severe scarring.
These views are commonly expressed
during expert panel discussions.
Nevertheless, third party payers
universally reimburse surgery to excise
vocal nodules, yet nearly all refuse to pay
for voice surgery. It is possible that
larger studies of outcomes for nodule
therapy could improve the reimbursement
situation.

Another example of a condition for which
is surgery is generally covered is removal
of vocal fold granuloma. This is true
despite expert consensus that granulomas
frequently recur after surgery, and that
the best treatment is to address the causes
of the granuloma: acid reflux and/or acid
vocal hyperfunction. Acid suppression is
generally effective in reversing
granuloma. (16) Voice therapy is also
useful. However, payors place great
restrictions on reimbursement for
medications that adequately suppress acid
secretions, often requiring patients to fail
a trial of weaker over the counter
medication, paid for by the patient. As
for nodules, it is very difficult to obtain
insurance coverage of voice therapy for
most plans.

Thus it seems that “Evidence Based
Medicine” is not impeding innovation in
surgery. In fact, the current levels of
evidence used in surgery reporting are so
inadequate that there is essentially no
impediment to trying something new.
And third party payors are still quite
willing to cover most surgical procedure.
However, real progress is limited by the
difficulty in assessing the efficacy of new
surgery. And the lack of data to support
medical or rehabilitative treatment for the
same conditions seriously limits our

ability to provide appropriate care for our
patients.

FUTURE DIRECTIONS:

The challenges to conducting randomized
trials for surgical procedures are
awesome and may be insurmountable.
Unless there are new developments in
research methods that allow us to harvest
more reliable data from pooled case
series, we will have to focus on deriving
the best possible information from the
literature that is available. The American
Laryngological Association could play a
role by convening panels of experts to
review specific clinical problems,
develop consensus, and produce position
papers that are sufficiently authoritative
to educate laryngologists on best
practices, and to support appropriate
reimbursement from insurers. Although
the focus of the ALA annual meetings has
traditionally been free papers, structured
panel presentations could be more useful
in developing expert opinions, with the
potential for significantly more ultimate
impact on patient care. It would also be
very beneficial to present a forum to
promote the reporting and analysis of
adverse outcomes. The ultimate goal
would be that every laryngologist could
gain the maximal benefit from the
experience of colleagues around the
world. And of course, every patient
would get treatment based on the best
possible information.

Surgical Innovation requires operating
“outside the box,” much as an explorer
must venture into uncharted territory.

But safe and effective surgical innovation
must be achieved with caution, and with
diligent synthesis of all available
information. The surgeon must be
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thoroughly familiar with anatomy and
physiology of the region, as well as the
pathophyisology to be treated.

Innovation requires knowledge of the
limitations, outcomes, and complications
of other procedures. The innovator must
have vision to synthesize this information
in developing a fresh approach. In this
endeavor, knowledge and information are
power, and the best medical evidence is
the best fuel. Systematic utilization of
the principles of Evidence Based
Medicine should provide more power in
acquiring the knowledge and information
to advance the surgical care of our
patients .
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PRESIDENTIAL CITATIONS

GAYLE E. WOODSON, MD

DAVID HOWARD, MD
LONDON, ENGLAND

DAVID HOWARD FRCS is a
Consultant, Royal National Throat, Nose,
and Ear Hospital in London, England.
Her is currently President of the
Laryngology Section of Royal Society of
Medicine. He has been a Corresponding
Fellow of ALA since 1993 and was
AAO/HNS Eugene Meyers International
Lecturer in Head and Neck Surgery. 1
met Mr. Howard during my Fellowship at
the RNTNE under Professor DFN
Harrison. David was Professor
Harrison’s right hand man for many years
and has always been an inspiration to me.
Mr. Howard originally trained as a
General Surgeon before joining the
Professorial Unit. His experience in

thoracic surgery was quite valuable to his
pioneering work with the gastric pullup
procedure for advanced laryngeal cancer.
He also played a leading role in the
development of craniofacial surgery for
sino-nasal malignancies. Mr. Howard
also has extensive experience in the
treatment of laryngeal paralysis, and the
endoscopic laser excision of cancer.

David was not able to come to the ALA
meeting this year to receive this citation,
as he is conducting research as a part of
an expedition on Mount Everest. This is
quite in character with his role as an
outdoorsman as well as a superb surgeon.
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THOMAS MURRY, PH.D.

NEW YORK, NY

Thomas Murry, PhD is Professor of
Clinical Speech-Language Pathology in
the Department of Otolaryngology,
Columbia University. He had published
numerous research and clinical articles on
treatment outcomes for voice, speech, and
swallowing disorders, including
spasmodic dysphonia and other
neurogenic dysphonias. He studied
under G. Paul Moore at the University of
Florida, where he received his PhD. Dr.
Murry has been a mentor to numerous
graduate students and fellows. He has
authored or coauthored 7 books and
published over 100 peer-reviewed
research articles in swallowing and voice.
He is a Fellow of the American Speech-
Language Hearing Associations and a
member of the Scientific Advisory
Boards of the Voice Foundation and the
Pan European Voice Consortium. He is a
sought after speaker and conference
organizer throughout the world.

I met Dr. Murry when I joined the faculty
at UCSD in 1987. At that time, he was
conducting research at the VA Hospital
and running a busy private practice. We
collaborated in establishing a Center for
Voice Disorders, with a team approach to
diagnosis and management of voice and
swallowing disorders, including
pioneering work in evaluating the

outcomes of treatment for
spasmodic dysphonia. We both
moved to Memphis, Tennessee in
1992, and the established a Voice
Center there. In addition to our
academic collaborations, our
families shared many meals and
watched many Super Bowls
together. We were sad when the
moved on to Pennsylvania, where
Dr. Murry joined Department of
Otolaryngology at the University of
Pittsburgh. He eventually settled in
New York, in his current
appointment at Columbia
University.

21



Presidential Citation

ROBERT H. MILLER, MD, MBA
HOUSTON, TX

Dr. Robert H. Miller is the Executive
Director of the American Board of
Otolaryngology. His contributions to
laryngology include management of
pediatric laryngeal paralysis, treatment of
laryngotracheal trauma, and the diagnosis
and management of neurological
disorders of the larynx and pharynx. He
has studied the histology and fibertyping
of laryngeal muscle fiber types, and did
pioneering work in laryngeal
electromyography and the use of
botulinum toxin to treat spasmodic
dysphonia.

Dr. Miller trained as an otolaryngology
resident under Paul Ward at UCLA. He
began his academic Career at Baylor
College of Medicine in Houston Texas,
joining the faculty there at the same time
that I was beginning my otolaryngology
residency. He was an excellent teacher
and I valued his mentorship. We co-
authored several papers, including my
first presentation at a national meeting,
“The Timing of Surgical Intervention in
Laryngeal Paralysis,” presented at the
1981 meeting of the AAO/HNS in
Anaheim, California. We also published
the first article reporting the use of
botulinum toxin to treat spasmodic
dysphonia.

In 1985, joined Tulane University School
of Medicine as Chair of Otolaryngology.
Later, he became became Vice-
Chancellor for Clinical Affairs at that
institution. He spent a

year in Washington DC, as a Robert
Wood Johnson Fellow in Health Policy.
He subsequently assumed the position
of Dean of the University of Nevada
School of Medicine.Dr. Miller is
currently the Executive Director of the
American Board of Otolaryngology.

Dr. Miller has been a leader in Medical
Education. He is a Past President of the
Society of University
Otolaryngologists, and re-established
the Education Council. He has a record
of long and distinguished service to the
American Board of Otolaryngology,
serving for many years on the Board of
Directors before assuming his current
position as the Executive Director.
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GIUSEPPE AND FRANCA SANT’AMBROGIO, PHD
HOUSTON TX

Giuseppe and Franca B.
Sant’Ambrogio have made tremendous
contributions to respiratroy physiology,
and in particular to upper airway
sensation and reflexes. Both were on the
faculty of the University of Texas
Medical School. They were not only
prolific researchers. They were
generous with their knowledge and skills
in mentoring many students, residents,
and junior faculty, including me. I owe
much to their guidance and collaboration
in the early phase of my research career.
Franca Sant’ Ambrogio attained her
Doctorate Degree in Natural Sciences
from the Universita degil Studi in 1975.
She came to America with her husband
and raised 3 children, then attended
graduate school. She received her PhD
in Physiology from the University of
Texas Medical Branch in Galveston and
joined the faculty there, retiring in 2000.
She has authored or co-authored 10 book
chapters, 92 abstracts, and 58 papers in
peer-reviewed journals. She has raised
extraordinary children and is herself an
excellent human being!

Giuseppe Sant’ Ambrogio received his
M.D. from the Universita of Milano in
1956. He joined the Faculty of
Physiology at that institution in 1957.
During his tenure at Universita of
Milano, he was a Research Fellow in
Physiology at the University of
Kentucky 1960-1961 and also Research
Fellow in Physiology at the University
of Oxford, England from 1963-1964. He
joined the faculty of the University of
Texas Medical Branch in Galveston,
Texas in 1975. He authored or co-
authored 27 book chapters in books, 200

abstracts, & 108 papers in peer-reviewed
journals. He received A Recognition
Award from the American Thoracic
Society in 1999, for his lifetime
achievements in respiratory physiology.
He had an incredible memory. I
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remember one occasion when we were
discussing data and he wanted to cite a
relevant article, published by another
author several years previously. He
stood on a chair to reach one of the
shelves above his desk with many years
of the Journal of Applied Physiology,
immediately, selected an issue, and
opened it to the article.

Giuseppe died in 2000. A moving
tribute to him was published in the
Bulletin of the American Physiological
Society:

“His career was of great distinction.”
“He became a, or rather the,
international authority on this subject,
and he and Franca were joined by a
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host of visitors from around the
world. He was in great demand for
international meetings where his talks
usually ran over time, to the
appreciation and enjoyment of his
audience; his scientific enthusiasm
and curiosity always illuminated the
subjects he discussed.”

He was a gentle and brilliant man who is
greatly missed by his family, friends,
and colleagues.
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INTRODUCTION OF THE GUEST OF HONOR
BOBBY R. ALFORD, M.D.

GAYLE E. WOODSON, MD

Bobby R. Alford, M.D. is
Chancellor of Baylor College of
Medicine as well as the Olga Keith
Wiess Chair of Otorhinolaryngology
and Communicative Sciences. He
received his MD and Otolaryngology
residency training at Baylor College
of Medicine. He completed
Fellowships in Otology at Johns
Hopkins Medical School, as well as
the University of Texas Medical
Branch in Galveston. He
subsequently joined the faculty at
Baylor College of Medicine, and
soon assumed the Chair of that
Department. He has served in that
role for many years, with great
distinction, building one of the
premier programs in the world,
including a productive and well
funded research program. I was
privileged to study under him as a
medical student, and then as a
resident, and then on his faculty. I
have greatly valued his mentorship,
as he is a man of great wisdom and
leadership, and he has been a source
of advice and support throughout my
career.

Dr. Alford is a Past President of the
American Academy of
Otolaryngology. He also served for
many years on the American Board
of Otolaryngology, as a Director,
Exam Chair, and then Executive.

Director. He has received the

Outstanding Alumnus Award from
Baylor College of Medicine

He has been inducted into the Johns
Hopkins Society of Scholars, as well
as the the Institute of Medicine of the
National Academy of Sciences. He
has also received a Distinguished
Public Service Medal from the
National Aeronautics and Space
Administration. In 1997, he became
Chairman of the Board and CEO,
National Space Biomedical Research
Institute in , Houston. He has held
the Friedkin Chair for Research in
Sensory System Integration and
Space Medicine at Baylor from
2000- present.

Although his subspecialty training
was in otology, and this has been the
focus of his clinical practice, he has



also made significant contributions
to laryngology. In fact, my first
exposure to this subspecialty was
observing his care of patients with
laryngeal paralysis.
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Dr. Alford’s outstanding and
distinguished career has made an
indelible influence on the field of
Otolaryngology, and I am pleased to
introduce him as this year’s Guest of
Honor.



PRESENTATION OF THE AMERICAN LARYNGOLOGICAL
ASSOCIATION AWARD TO
JOHN A. KIRCHNER, MD

GAYLE E. WOODSON, MD

The recipient of this
American Laryngological
Award is a gentleman who has made an

year’s
Association

impact worldwide for more than a half of
century in the specialty of otolaryngology
career and is well deserving of this honor.

Dr. John A. Kirchner has been a
fellow of the ALA for more than 40 years
and is an Emeritus Fellow and served as
the President of the Association in 1979-
1980. He served as President of the
American Society for Head and Neck
Surgery in 1977 and President of the
Triological Society in 1981.

He has been the recipient of many
award that recognized his contributions.
Just to mention a few are the Harris P.
Mosher Award (Triological Society),
Casselberry Award, deRoaldes Medal,
and Newcomb Award (American

Laryngological ~Association), and the
Semon Medal (University of London). He
is the author of 141 peer reviewed
textbook
entitled: Atlas on the Surgical Anatomy of
Laryngeal Cancer, Singular Publishing
Group, San Diego, London, 1998.

Dr. Kirchner’s distinguished career
has also been one of mentoring to

publications, including a

countless otolaryngologists who have
followed his path as a noted physician.

Dr. Clarence Sasaki introduced a
video of Dr. Kirchner where he presented
his remarks of appreciation of the honor
and sadness that he was unable to travel
to San Diego to join his colleagues.

It is a tremendous honor for me to
present this award, the 2007 American
Laryngological Association Award to Dr.

Sasaki on behalf of Dr. John A. Kirchner.
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PRESENTATION OF THE GABRIEL F. TUCKER AWARD

COLIN BARBER, MD

AMELIA F. DRAKE, MD

Gabriel Tucker Sr. was a tireless teacher,
clinical investigator, photographer and a
dynamic individual. He pioneered the
development of many new instruments for
foreign body removal and for examination and
treatment of the larynx, lung and esophagus.
His reputation was known worldwide.

Gabriel Tucker Jr. regarded his own
discoveries in the Laryngeal Development
Laboratory to be his most important
contributions to medicine. His identification
of the elliptical cricoid cartilage was the first
of several discoveries that contributed so
much to our present understanding of
subglottic stenosis.

The Tucker family established this award
through its initiative and generosity, to honor
an individual of noted achievement on the
subject of pediatric laryngology. This award
commemorates two individuals, father and
son, who made major contributions not only to
pediatric laryngology, but to laryngology and
bronchoesophagology in general. This medal
stands as a tribute and a tradition within the
ALA. Itis an acknowledgment of
contributions made in the past and a challenge
for future pediatric otolaryngologists.

It is now my distinct pleasure to introduce
Colin Stuart Barber to the ALA as the 2007
recipient of the Gabriel Tucker Award.

He was born in England but immigrated to
New Zealand at the age of 8. He attended
school at King’s College and then
subsequently Christ’s College in New
Zealand. He is married to Jane Barber and has
two children, Lucy and Simon.

He attended medical school at the University
of Otago Medical School in Dunedin, New
Zealand. His residency followed in Auckland
Waikato and he was a senior registrar at the
Auckland Hospital in Auckland. Following
this, he completed a one year Fellowship in
Pediatric Otolaryngology at the Children’s
Hospital National Medical Center in
Washington, DC with George Zalzal.

In 1991, he became the Clinical Director of
Paediatric Otolaryngology at Starship
Children’s Hospital in Auckland, New
Zealand and he also serves as a Clinical Senior
Lecturer in the Department of Paediatrics at
the same institution.

He is a member of a number of Societies,
including the New Zealand Society of
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Otolaryngology/Head & Neck Surgery, the
Australasian Society of Paediatric
Otorhinolaryngology, and the American
Society of Pediatric Otolaryngology as well as
our American Academy of Otolaryngology.
He is a board member of The Deafness
Research Foundation, where he has served
since 1995.

Dr. Barber has a long-standing interest is in
pediatric airway and he is published in this
area, as well as regarding day-stay pediatric

tonsillectomy, cervical adenitis due to atypical
mycobacteria and chronic otitis media with
effusion.

Dr. Barber receives this medal this year in
recognition of his individual contributions to
the field of pediatric laryngology. He
epitomizes the values of Gabriel Tucker Sr.
and Gabriel Tucker Jr. and it is my pleasure to
introduce him, Dr. Colin Barber.
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Lee Clinton Woodson M.D, PhD is
Professor of Anesthesiology at UTMB
Galveston and is currently Chief of
Anesthesia at the Shriner’s Burn Hospital
for Children, the world’s second largest
children’s burn hospital. He received his
PhD in Pharmacology from the University
of Texas Medical Branch, Galveston. He
was a post-doctoral fellow at the University
of Kansas, and then the Mayo Clinic in

Rochester before returning to UTMB for his
MD and Residency in Anesthesiology.

Dr. Woodson has extensive experience in
managing airway burns and has been a
pioneer in the use of video-assisted
intubation in difficult airways. He has
lectured around the world and also serves
frequently in medical mission trips to El
Salvador, Mexico, and Cuba. I am also
proud to note that he is my brother!
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MANAGEMENT OF AIRWAY BURNS
LEE WOODSON, PHD

Upper airway injuries are common
in patients who have suffered burns to the
head and neck. Initially, injuries of the
larynx in these patients are due to thermal
damage, chemical irritation, or
mechanical disruptions during emergency
intubation or tracheostomy. With time,
mechanical irritation due to prolonged
intubation can also cause or exacerbate
injury. Laryngeal injuries in these
patients may go unnoticed for some time
because laryngologists are usually not
part of the acute burn team and during the
early hospital course attention may be
focused on more immediately life-
threatening issues. Early involvement of
laryngologists in the care of patients with
acute burns can significantly reduce the
laryngeal morbidity in burn patients.
Laryngology consultation can facilitate
diagnosis of injuries so that the airway is
managed in a way that minimizes further
injury, promotes healing, and provides for
timely reconstructive procedures when
needed. Involvement of laryngologists
in the early management of burn patients
can be facilitated by establishing lines of

communication with surgeons and
anesthesiologists who care for these
patients during the acute phase of their
injury.

This brief review draws on the
clinical experience at a pediatric burn
hospital (Shriners Burns Hospital,
Galveston) to describe airway
management practices in burn injured
patients and the nature of laryngeal
injuries in these patients. As a referral
center we are able to observe airway
management by a large number of
hospitals and practitioners. Familiarity
with the kinds of injuries and airway
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management practices used in burn
centers may encourage

laryngologists to become involved early
in the acute care of burned patients.

Epidemiological data regarding burn
injuries are published from time to time
and old data are frequently referenced.
These data are difficult to interpret
because incidence of injuries is changing
and because of regional differences,
especially across international
boundaries.! In developed countries the
rates of burn injuries continue to decrease
largely due enforcement of safety
regulations. The same cannot be said for
developing countries. Regional
differences in patterns of injury reflect
risk factors associated with different
cultural practices and safety regulations.
As an example, in Britain a child may
suffer a pharyngeal burn by sipping from
a teapot left on the stove, while in Latin
America a toddler may be scalded by
falling into a pot of soup cooking on the
floor of the kitchen. Also, electrical
burns have become relatively rare in the
United States but our hospital has
frequent referrals from Latin America of
patients who have sustained electrical
burns.

Not only have there been changes in
incidence and patterns of injury but
refinements in clinical practice have
altered outcomes. The standard of

care now involves much more aggressive
early excision and grafting of the burn
wound. This has greatly shortened the
time required for wound closure. This
change reduces the systemic
inflammatory response and the incidence
of wound infection and sepsis. These and
other advances in burn care should reduce
the overall time that patients require
intubation and mechanical ventilation.
With decreased systemic inflammation
and time of intubation laryngeal injuries
should be reduced. In past years
tracheostomy was avoided in burn
patients but recently these attitudes have
changed and some centers routinely
perform tracheostomy in all patients with
major burns. This practice change is also
likely to influence outcomes in some
way.

Several reviews have described the types
of laryngeal injury that are sustained by
burn patients. Calhoun and colleagues”
reviewed the evidence of long term
airway sequelae in pediatric burn patients
treated at the Shriners Hospital in
Galveston. Out of 1,092 patients
admitted to this hospital between 1980
and 1985, 100 (9.2%) required airway
support (endotracheal tube or
tracheostomy) for more than 24 hours.
Of these patients, 22 required
tracheostomy and the most common
indication was airway obstruction
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due to: subglottic stenosis, laryngeal
edema, posterior glottic stenosis, true
vocal cord paralysis, or laryngeal
granuloma. Of interest was their finding
that the use of cuffed endotracheal tubes
was not associated with subglottic
stenosis. Early extubation and early direct
laryngoscopy with bronchoscopy were
recommended to facilitate early diagnosis
and to minimize the extent of injury.
Flexon et al’ reported the case histories of
11 patients treated for laryngeal burns
between 1968 and 1987 at the
Massachusetts Eye and Ear Infirmary and
Massachusetts General Hospital. In this
series the most common injuries were
posterior laryngeal webs with subglottic
stenosis. It was noted that the areas of
the larynx resistant to swelling in patients
with laryngeal burns and in an
experimental model* are the areas most
prone to long-term scarring and stenosis
formation. Also, long-term laryngeal
dysfunction is not necessarily a
complication of intubation since almost
half of the patients in their series were
never intubated prior to diagnosis of
laryngeal dysfunction.

Casper and colleagues’ examined
laryngeal condition and voice production
in 10 long term survivors of burn and
inhalation injury. Despite several study
limitations such as small sample size

and inability to evaluate pre-injury status,
their study made several striking
observations. Of the 10 patients
examined, 7 were judged to have some
degree of dysphonia and by
videostrobolaryngoscopy all had
laryngeal mucosal defects. This included
patients with smoke exposure without
apparent smoke injury and one patient
who never required intubation. Posterior
glottal mucosal defects were found in all
patients, the most common finding being
interarytenoid pachyderma. It was
pointed out that this is the widest part of
the laryngeal airway giving it the greatest
exposure to heat and chemical irritants. The
posterior glottis is also the resting place
for endotracheal tubes explaining the
large keyhole deformity observed in the
glottis of one patient.

More recently, Thompson has reviewed
inhalation and caustic injuries to the
larynx.® He described the clinical course
of upper airway thermal injury.
Although, initially, supraglottic structures
(lateral pharyngeal wall, aryepiglottic
fold, false cords, and pharyngeal surface
of the epiglottis) exhibit more apparent
edema and inflammation, swelling in this
area generally resolves after about a
week. In contrast, glottic structures
(arytenoids and true vocal cords) and the
subglottic area do not exhibit as much
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edema initially but take much longer to
heal and scar differently. Dense scar
tissue here can extend to underlying
perichondrium and cartilage with
associated loss of function due to
stenosis. This is where long term defects
are more common.

Early Airway Management

Early air way management decisions in
burn injured patients may be life saving.
As a result, interventions made to provide
a secure airway may be utilized with little
regard for laryngeal damage or by
conscious risk of laryngeal injury in order
to provide or maintain adequate
ventilation. These interventions can
cause or exacerbate laryngeal damage.
Early diagnosis of laryngeal damage may
influence airway management in a way
that minimizes long term sequelae.
Familiarity with early airway
management practices in burn injured
patients can help the laryngologist guide
care in a way that minimizes long-term
sequelae.

Moritz et al* examined thermal injuries to
the larynx in an animal model. They
found that while the tongue and laryngeal
surface of the epiglottis can sustain
severe thermal injury without swelling,
less intense heat exposure of the
laryngopharynx, pharyngeal surface of
the epiglottis and laryngeal ventricles

can produce massive gelatinous mucosal
edema that could obstruct the airway
within hours. In addition, catarrhal
reaction of the tracheobronchial tree was
observed after relatively mild thermal
exposure. Similar patterns have been
observed in burn injured patients. In
patients with inhalation injury thermal
damage is almost always restricted to the
upper airway. Foley’ described findings
of 335 autopsies performed on patients
who died from extensive burns. Intraoral,
palatal, and laryngeal burns were not
uncommon among patients with
inhalation injuries. The most common
sites of laryngeal injury were the
epiglottis and vocal folds where their
edges were exposed. In contrast, thermal
necrosis below the glottis and upper
trachea was not observed in any of these
patients. Thermal injury is restricted to
the upper airways by the efficient heat
exchange function of upper airway
structures and reflex glottic closure on
exposure to hot gases. In addition, heat
exposure intense enough to cause lower
airway burns would most likely be
rapidly fatal due to other injuries. An
exception is exposure to steam which has
a much higher heat capacity than dry
gases and can overwhelm heat exchange
protective mechanisms.

Steam and hot liquids carry much more
heat than dry gases and even brief
exposure can cause significant thermal
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injury. Scald burns to intraoral,
pharyngeal, and glottic structures can be
life threatening. Mechanisms of airway
scald injuries include swallowing hot
beverages, immersion in hot liquid, or
breathing hot steam. The epiglottis is
often the most severely injured. Burns
from swallowing hot liquids may present
in a manner similar to acute bacterial
epiglottitis.® Case reports have described
insidious onset of airway obstruction.
Initial exams may underestimate the
clinical significance. These injuries have
been reported in adults but children are
more vulnerable. Reports in the British
literature include injuries to children who
attempt to drink from a teapot. The water
can be scalding hot while the spout is
cool to the touch. Lateral radiographs
can reveal a swollen epiglottis. Patients
at risk for upper airway scalds should
have their glottis examined. Patients who
become symptomatic should be evaluated
as soon as possible and with facilities to
secure the airway with an endotracheal
tube if necessary. With appropriate care,
complete recovery from superficial scald
injuries to the glottis have been reported
even after sloughing most of the
epithelium of the epiglottis.®

For patients with thermal injury of the
upper airway the most immediate danger
during resuscitation is upper airway
obstruction by edema. Early prophylactic

intubation can be life saving in these
cases. Not all patients with inhalation
injury require mechanical ventilation,
however, and, especially in acute burn
patients, intubation also carries risk of
morbidity and mortality. In patients who
are at risk for inhalation injury but are not
in distress, flexible endoscopic
laryngoscopy can identify those who can
be managed without an endotracheal
tube. A prospective study by
Muchlberger et al’ found that out of 11
patients admitted with evidence of
inhalation injury, 6 met their traditional
criteria for intubation. However,
fiberoptic endoscopy in these patients did
not show obstruction sufficient to warrant
intubation and they all were managed
safely and effectively without an
endotracheal tube. When intubation is
avoided laryngeal injury is not
exacerbated by the endotracheal tube.
Patients who are intubated prior to
transfer to our hospital are extubated as
soon as possible to  minimize
complications of intubation. Extubation
is desirable for reasons other than
laryngeal  protection. Mucociliary
clearance is impaired by an endotracheal
tube. Also, pulmonary toilet is improved
by extubation if the patient has an
adequate cough. The extubated patient
has less retained secretions and the risk of
ventilator induced pneumonia is avoided.
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Special consideration must also be given
to transportation of patients between
hospitals. This may involve a significant
period of time in a setting of limited
resources. Securing the airway with an
endotracheal tube may seem like the
safest choice. However, these patients
often require heavy sedation in order to
tolerate the endotracheal tube and some
practitioners will use muscle relaxants as
well. Under these circumstances
unplanned extubation can be very
dangerous. We have seen serious
morbidity and even mortality due to
airway complications in pediatric patients
who were intubated for transport. Clearly
defined indications for intubation should
be identified prior to transport to justify
the significant risks of intubation.

In the past, cuffed endotracheal tubes
have been avoided in children under the
age of 8 years, mainly to avoid subglottic
injury. Advances in design and
manufacture of endotracheal tubes have
produced high volume, low pressure cuffs
that can provide a seal without causing
mucosal ischemia. The safety of these
cuffed endotracheal tubes has been
demonstrated in pediatric intensive

care units.'® In seriously burned patients
intubation with an uncuffed tube can pose

significant problems. Patients who have
sustained lung injury from smoke
inhalation = may  develop  reduced
compliance requiring higher ventilator
pressures.  Air leak around uncuffed
endotracheal tubes may severely limit
mechanical ventilation.  Under these
circumstances it may be dangerous or
impossible to change endotracheal tubes.
It has been recommended that all
critically burned children who are
expected to require more than transient
mechanical  ventilation  should be
intubated with a low-pressure cuffed
endotracheal tube.!' In our experience
children tolerate intubation well and even
in those with laryngeal thermal injury
subglottic stenosis is very uncommon in
patients who require intubation up to 3
weeks or more.

Securing an endotracheal tube in patients
with facial burns is a significant technical
problem. Tape does not stick to burned
skin, ties are either too tight or too loose
as swelling develops or resolves.

Optimal sedation and analgesia may be
very difficult to achieve in the acute burn
patient. As a result extubations are
common under these conditions. In the
presence of deep

State of the Art Lecture
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sedation, muscle relaxants, or severe
upper airway edema, unplanned
extubations can be life threatening. In
our pediatric hospital, patients are
intubated nasally with the endotracheal
tube secured with 1/8 inch umbilical tape
looped around the bony nasal septum.
When it is safe, patients who are admitted
to our hospital with an oral endotracheal
tube have it changed to a nasal tube. This
is accomplished with a fiberoptic
bronchoscope during spontaneous
ventilation under ketamine sedation and
allows endoscopic evaluation of the
airways for diagnosis of inhalation injury
and laryngeal damage. When the
artificial airway change is not considered
safe because of extensive edema, oral
tubes are secured with surgical wire to
one of the patient’s teeth.

When patients with laryngeal injuries
require intubation, it is important to
optimize sedation and analgesia.
Excessive motion by the patient is very
irritating to the larynx and can exacerbate
injury to damaged larynx.

Controversy exists regarding the use of
tracheostomy in burn patients.

Indications include the need for
prolonged mechanical ventilation and to
avoid exacerbation of laryngeal injury. In
the past, tracheostomies in patients were
discouraged, especially through burned
tissue. This was based on observations of

higher rates of pulmonary sepsis and
mortality in patients with tracheostomies
than in patients with translaryngeal
endotracheal tubes.'> More recently,
several clinical studies indicate that with
advances in burn care the risk of
pneumonia is not higher in patients with
tracheostomies.>'* As a result, many
burn centers routinely place tracheostomy
tubes in patients with extensive burn
wounds. Some centers perform
tracheostomies in patients who do not
need prolonged ventilation and do not
have airway injuries but who are
expected to require multiple anesthetics
for surgical procedures. This practice is
based in part on clinical reports of
outcomes in relatively small groups of
burned patients who tolerated
tracheostomy without complications. In
large groups of patients, however,
tracheostomy does carry risk of
morbidity. Tracheostomy is more
invasive and the airway remains
instrumented longer after tracheostomy
than in patients supported with an
endotracheal tube. When tracheostomy
complications occur they may lead to
significant morbidity. Saffle et al
randomized burn patients requiring
mechanical ventilation to early
tracheostomy (tracheostomy 4 days post
burn if still in need of mechanical
ventilation) vs conventional treatment
(endotracheal tube until postburn day 14
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and still requiring mechanical
ventilation). Patients in the conventional
group were extubated earlier. Otherwise,
there were no differences in ventilator
support, length of hospital stay, incidence
of pneumonia or survival. This group
concluded that early tracheostomy does
not improve outcome in burn patients."
In the absence of clear outcome based
evidence, the use of tracheostomy in burn
patients remains a matter of clinical
judgment but risks of complications
should be balanced by significant benefit.

Laryngeal Injuries

Moderate to severe thermal injury to the
larynx brings with it the risk of long-term
dysfunction. Early diagnosis can
facilitate management choices. With this
kind of injury the patient is nearly always
intubated at the accident scene or in the
emergency department. As a result,
diagnosis of the extent of injury may be
difficult and delayed by the presence of
extensive pharyngeal edema and the
endotracheal tube. Significant loss of
laryngeal epithelium due to thermal
necrosis is an indication for early
tracheostomy to minimize further
damage. Initially, however, burns and
extensive edema of the neck may make
tracheostomy technically difficult. It may
be necessary to wait for three to four days
for the edema to recede sufficiently to

allow an adequate exam. Once an
adequate exam is possible the clinical
question is: will local edema resolve
allowing extubation before mechanical
irritation caused by the endotracheal tube
causes further damage and significant
long term dysfunction? An
otolaryngology consultation at this time is
very helpful.

One of the most common laryngeal
complications in burn patients is airway
obstruction that causes failure of a trial of
extubation. Several mechanisms at the
laryngeal level can cause airway
obstruction requiring intubation in burn
patients. In our younger patients the most
common cause of post extubation airway
obstruction is swelling of the
aryepiglottic folds and the mucosa over
the arytenoids. During inspiration this
redundant tissue folds into the glottis
obstructing air flow. Exhalation is
unimpaired in these patients. This
condition is usually reversible with gentle
care. Several interventions are helpful
and tracheostomy is rarely required. In
most cases use of a smaller endotracheal
tube and optimizing sedation will allow
resolution of the inflammatory swelling
in two to three days. The next level of
intervention can be a short course of
steroids. This is well tolerated in the burn
patients in the absence of extensive
wound infection. In burn patients several
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factors sustain local inflammation and
delay healing of an injured larynx. The
endotracheal tube itself is irritating but
may be necessary to maintain a patent
airway. Burn patients who are intubated
or have extensive burns require a
duodenal feeding tube and a nasogastric
tube. With each breath the posterior
laryngeal structures are compressed
between the endotracheal tube and the
two gastric tubes. This mechanical
irritation aggravates laryngeal
inflammation. In addition, the presence
of the gastric tubes impairs
gastroesophageal sphincter function and
can allow reflux of gastric contents into
the hypopharynx. In some cases it may
be possible to remove the feeding tube
and nasogastric tube overnight in
preparation for extubation. This decision
must be made in collaboration with the
burn surgeons since removing nutritional
support from these hypermetabolic
patients may be poorly tolerated.

Despite all these interventions
occasionally laryngeal inflammation will
not resolve sufficiently to avoid
significant obstruction after extubation.
In some cases the systemic inflammation
associated with the large burn appears to
sustain the laryngeal injury and delay
healing. With time, when grafts to open
wounds begin to heal the laryngeal

inflammation often subsides and
extubation is successful (anecdotal,
unpublished observations). A clinical
decision must be made at this time: will
local irritation by the endotracheal tube
cause long lasting damage before local
inflammation resolves and extubation is
successful? If this appears to be the case,
then tracheostomy may be indicated.

Disruption of tracheal epithelium by
caustic fumes can allow exudation of
protein rich serous fluids. As a result
fibrinous material combined with
inflammatory cells can adhere
tenaciously to the airways forming casts
of the smaller airways and obstructing air
flow. In some cases large airways can be
blocked. We have seen complete
obstruction of the upper trachea following
extubation when extensive fibrinous
exudates had accumulated above the
endotracheal tube cuff. Surgical removal
of this material under rigid tracheoscopy
followed by a short course of steroids
resulted in prompt and complete
resolution of the airway obstruction.

Vocal cord paralysis or paradoxical vocal
cord motion has been observed in our
burn patients. The etiology of this
disorder is not clear. Maschka and
others' have classified the causes of
paradoxical vocal cord motion. Included
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in their classification scheme are severe
cortical or upper motor neuron injuries
(e.g. cerebral vascular accident or global
encephalopathy) and nuclear or lower
motor neuron injury with rare
involvement of the recurrent laryngeal
nerve. One of our patients who had
sustained an anoxic brain injury prior to
transfer to our hospital exhibited
paradoxical vocal cord motion and an
irregular breathing pattern. This patient
required tracheostomy because of CO,
retention due to air way obstruction.

Unilateral or bilateral vocal cord
paralysis, especially as a post intubation
phenomenon, has been observed in
association local and systemic
inflammation. In these patients, the vocal
cord dysfunction has usually been
transient and has not required
tracheostomy. Significant return of
function generally occurs prior to hospital
discharge. In the absence of
contraindications, surgical procedures for
patients with vocal cord dysmotility or
other laryngeal defects can be performed
under ketamine anesthesia without
intubation of the trachea. In our hospital
most acute burn patients are

intubated with a flexible bronchoscope.
Laryngeal injuries have been reported as

a complication of awake fiberoptic
intubation when the gap between the
endotracheal tube and the fiberoptic
bronchoscope allows the endotracheal
tube to hang up on the glottic inlet
resulting in a traumatic intubation.'®
Post-intubation vocal cord dysfunction is
seen on occasion in our acute burn
patients but almost never in our

patients anesthetized for reconstructive
surgery who are also intubated with the
same fiberoptic technique. Local
inflammation associated with acute burns
appears to make the laryngeal
neuromuscular apparatus more sensitive
to injury.

At the time of initial injury or during
prolonged intubation epithelial damage
may extend to underlying cartilage.
Healing may be associated with
formation of granulation tissue that
impinges on the airway lumen or scar
tissue that restricts laryngeal motility.
Vocal cord and subglottic granulations
are fairly common in burn patients.
Presentation is highly variable from
alteration of voice to airway obstruction.
At times symptoms of laryngeal
dysfunction may not develop or may not
be recognized until some time after the
acute phase of injury. Flexon® has
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reported several cases with delays of
weeks or months before onset of
symptoms requiring intervention
including tracheostomy in some cases. In
one of our patients bilateral vocal cord
granulomas was not diagnosed until the
patient’s airway obstructed during
inhalation induction of general anesthesia
for a reconstructive procedure months
after his acute wounds had healed.

A consistent observation in reviews of
laryngeal defects in burn patients has
been the occurrence of between
laryngologists and posterior glottic
webs.”® We have also observed this
defect, especially in patients with more
severe initial injury or those who require
prolonged mechanical ventilation with
high peak pressures. Symptoms include
voice alteration, dyspnea on exertion and
some patients are dependent on a
tracheostomy tube. In the most extreme
cases the vocal cords have been almost
completely fused. Early diagnosis and
tracheostomy limits exacerbation of the
wound by an endotracheal tube. Early
recognition of injuries also allows more
timely reconstructive procedures. In
severe cases multiple procedures are
required.

Subglottic stenosis is another consistently
observed defect among burn patients with
inhalation injuries and especially in
association with prolonged intubation.
However, given the degree of damage
associated with the initial injury and
intubation, it is surprising that this
complication does not occur more

frequently in our pediatric burn patients.
Tracheostomy does not prevent this
complication. In fact, scarring at the
tracheostomy stoma and more prolonged
instrumentation of the trachea can
increase the risk of subglottic stenosis in
patients who have a tracheostomy.

Summary

Laryngeal injury is very common in
patients with smoke inhalation injury or
with major burns. In most cases
laryngologists are not involved in the
initial care of burn patients. Early
diagnosis and treatment of laryngeal
injuries can limit long term defects.
Improved communication between
physicians involved in the acute care of
burn patients can facilitate early diagnosis
and treatment of burn related laryngeal
injuries.
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EDUCATIONAL AND RESEARCH HORIZONS
IN LARYNGOLOGY

GERALD S. BERKE, MD

Thank you, Dr. Woodson and Dr. Wilson:

It is a great honor to be able to present the
Daniel C. Baker Lecture this morning. As
you might imagine, it was not easy to find
a topic I thought I could present to such a
distinguished audience. So I decided I
would use the Beatles to help me write this
morning’s lecture. Because I am a
laryngologist and lover of all types of
music, [ at times have the opportunity to
speak with burned out old rock‘n roll
producers and performers. They have told
me that the Beatles when writing used to
find a song to nick. Nick in the parlance of
musicians means imitate or steal. For
example, their song “Let It Be” is quite
similar to the old standard “Dixieland.”
You know instead of,” look away, look
away, look away, Dixieland” they might
insert, "Let it be, Let it be, Let it Be, Let it
be.” Then they would surprisingly write
the title first, and would write the song
with lots of hooks. A hook is a small
memorable rhythmic, lyrical or melodic
segment that is often repeated and keeps
ones interest in what’s going on. So,
while keeping the Beatles writing
technique

in mind and after consulting with my
colleagues, I decided that I would entitle my
talk “Educational and Research Horizons in
Laryngology”. I like that word “horizons”.
It sounds futuristic.

Well, having written the title first I thought
it would be easy to speak in platitudes about
where we have come from and where we are
going and our forefathers and important new
areas, etc. etc.; but as | started to generate
the text of this speech, the true theme
became readily apparent. Today I am going
to speak to you about my perceptions of the
current educational
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and research state in laryngology, why it
might be like it is, and what maybe we can
do about it. I think somebody needed to
give this talk and it might as well be me.
While some of my comments pertain
strictly to laryngology, I hope that much of
what [ say has relevance to our field in
general.

Ist slide (that would be an NIH-funding
slide)

As you can see, the NIDCD is a small
percentage of the NIH budget.

2" Slide -
The number of laryngeal grants is 1/6™ the
number of otology grants.

I have also taken the Iliberty of
summarizing the laryngeal papers from the
recent Trio meeting in Florida. You may
disagree with my analysis and I need to
point out that [ am as guilty as the rest of
us in producing these types of
presentations, but they do illustrate the
current state of laryngeal research. The
meeting had only 3 papers on basic issues
in laryngeal research: one, a muscle fiber
study; another on laryngeal immunology;
and a third on the molecular biology of
laryngeal posterior commissure

inflammation. There were 11 “How I Do It”
papers,

e.g. 3 on injection, a paper on Zenker’s,
transnasal esophagoscopy, and a couple on
phonosurgery. There were a few papers that
described new ways to measure the glottis or
the pharynx. There were 5 retrospective
reviews; several on tracheotomies, 1 on
paralysis etiologies, and 1 on laryngeal
salvage. = There were 5 case reports. 5
papers on devices such as coblation, EMG,
as well as papers on “My Laser Is Better
Than Your Laser”, and even laryngeal
screws. There was a Botox paper, and a
Mitomycin paper.

I wish I could state that the papers from our
senior societies are a Dbetter mix, but
notwithstanding some really good papers
from outside the United States the quality at
times is disappointingly similar. These
comments should be tempered by some
seminal American papers, which recently
have described the molecular biology of the
Lamina Propria and the neurolaryngologic
basis for a number of diseases affecting
voice as well as a number of classic papers,
which amongst other things discuss how
cancer spreads in the larynx and important
reconstructive techniques. Mind you, I do
not mean these criticisms to be a
condemnation of the
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Triologic or COSM; actually, many of the
papers are clinically important, interesting
and informative, but at this rate
laryngologists are not likely to make much
headway on solving some of the difficult
issues that face us. I think I can speak
with a small amount of authority on
important issues facing us, since I was the
co-chairman of the 1995 rewrite of the
NIH National Strategic Research Plan in
Voice and Swallowing. I guess at this
point I need to state what I think some of
the major challenges are.

(Slide #3)

First, additional new preventive or
curative modalities in the treatment of
Head and Neck cancers. We have two
curative modalities, but once they fail,
patients will invariably die of their disease.
Second, efficacious treatments for scarring
and loss of laryngeal function; and third, a
complete understanding of the biology and
physiology of the system, including its
aeroacoustic properties in conjunction
with  its  genetic, molecular, and
neuromuscular organization. Also, how
that organization changes with regard to
age, race, gender and disease states. While
we are making progress with the first, I
think the cure for cancer may lie
generations in the future. The second and
third challenges seem

within our grasp given current technologies
and methodologies.

While studies pointing out the efficacy of
certain treatment modalities such as new
lasers and Botox techniques, etc. are useful,
we seem to be focusing most of our attention
on these while avoiding many other more
important areas. Is this because these fruits
of our research labors are the low-hanging
ones, quickest to get us a ticket to a nice
resort and a presentation, or are there other
reasons?

While every medical student can quote you
volumes on the Krebs cycle or drug
interactions or Renal anatomy and
physiology or for that matter nearly every
topic taught in medical school, how many
schools have formal training in the acoustic
theory of speech production? You might
say the study of voice and speech are not as
important as these other topics, but I would
argue that our ability to communicate by
spoken language is what separates us most
distinctly from other species on this planet. I
used to carry an electrolarynx with me on
rounds and would speak with it and

then ask the students how this device works.
Nearly every student would look puzzled by
this question. I would then jokingly tell them
that within this
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little device is stored all the various words
of the English language. Of course,
understanding  the utility of an
electrolarynx requires a basic
understanding of vocal tract formants, or
vocal tract filter, the vocal source, and
how they interact, as well as many other
important linguistic factors. For example,
patients using an Electrolarynx cannot
produce the S sound, yet we still
understand the word “yes” when they use
the device. I hate to say it, but the degree
of basic knowledge in hearing and
vestibular sciences is twenty years ahead
of our basic knowledge in speech and
voice communication. [ believe some of
this lack of basic research creativity has to
do with the lack of early educational
exposure to the science of voice and
speech. In contrast, the study of cochlear
and vestibular physiology has a long
tradition of scientific mentors in these
areas for young students. The same cannot
be said for the study of voice and speech
communication in our medical schools
today. Of course the evidence for this
dichotomy 1is that Laryngologists have
speaking fistulas and Otologists have
cochlear implants. What I just said was a
hook, for those of you who remember the
beginning of my talk.

While there are several well-publicized
meetings that focus on the

larynx containing primarily clinical or
clinically applied presentations, one needs
only to look at the program of the mid-
Winter research meeting of the ARO to see
that this 4-5 day Otolaryngology meeting
has not one paper devoted to laryngology. I
must admit that a few meetings do have a
significant number of papers such as the 50
speech communication papers at the recent
JASA meeting last November.
Nevertheless, few of these presentations or
papers address clinical concerns and those
that do, often are not well informed about
their clinical subject. For example, you may
remember a paper presented by one of the
very best theoretical vocal fold researchers
in the U.S. that compared the viscoelasticity
of various injectible substances to the
viscoelasticity of the vocal fold superficial
lamina propria. The conclusion of the paper
was that a commonly used injectible did not
have a similar viscoelasticity to the lamina
propria and therefore should be considered a
poor injectate. While the results of this study
were correct, had the authors discussed their
conclusions with a few laryngologists that
commonly do vocal fold injections they
would have found out that the substance in
question is always placed deep to the
superficial lamina propria where its
viscoelasticity is close to the underlying
muscle. Interesting study,
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but poor conclusion due to a lack of
clinician researcher interaction. To put it
bluntly, I think we can and should do
better.

(Slides #4 & #5 )
These slides show the overall decline in
funding levels for NIH. One can argue
about why under different administrations
NIH funding fluctuates so much or the
legitimacy of the

excuses given to explain the ups and
downs of successful grants funded.

I recognize that the world changes and our
nations priorities must change with it, but
sometimes | wonder what the geopolitical
impact would be across the world if
researchers from the United States, let’s
say, discovered a vaccine for Squamous
Cell Carcinoma. So how have we tried to
adapt to these new funding priorities?

We have all been in many committees
where the emphasis on industry-sponsored
research as an alternative to the
diminishing extra- and intramural funding
sources have been emphasized. I can still
hear them saying that industry will
become the most important new source of
research funding. Unfortunately, industry-
sponsored studies nearly always have

to demonstrate how a new product is safe,
effective and better than previous products,
and frequently deal with marketing to sell a
new device or drug. However, these studies
are not likely to lead to answers about the
big problems, like returning vibratory
function to severely scarred vocal folds.

Please allow me one more digression. When
I finished my training at UCLA in 1984
nearly every member of the faculty was
required to be in a tenure track series and
thus were required to perform some focused
basic research. Of course when I came on
the faculty I needed to spend only one day a
week in my clinical practice to support my
salary. The rest of my time could be devoted
to research issues. This has drastically
changed, such that nearly 70% of the new
faculty at UCLA and I bet across

the country are now in a clinical
compensated  series and spend a
considerable portion of their time trying to
earn a decent wage.

Almost as a reaction to this changing
medical environment, young physicians are
devoting less time to the profession of
medicine and more time to their families,
friends and recreation. In keeping with this
change there has been a shift from creating
triple threat individuals to developing triple
threat
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departments. So, instead of emphasizing
the development of individuals that are
excellent  clinicians, educators and
researchers, medical school Dean’s now
promote the development of Departments
that contain individuals skilled in each
area separately. This seems at first glance
like an unavoidable change given
medicine’s current deteriorating situation,
but remember most of the leaders my
generation looked up to were clearly triple
threat individuals. Furthermore, if you
examine the motives behind search
committees choosing new chairmen, they
still seem to emphasize the selection of
multidimensional candidates. So sadly
many young potential future leaders are
being excluded at the get go by not being
required to develop the skills needed for
leadership positions. So what suggestions
do I have? We need to encourage medical
school and residency training programs to
develop curricula in the biology,
physiology, and physics of speech science
and communication. How can we expect
young clinician scientists to dedicate their
professional careers to this area when so
few mentors exist to guide them. I was
fortunate to have had great mentors during
my formative

years. I doubt I would be speaking to you
today had I not been so lucky. This
problem will not turn around overnight,
but it has to start somewhere/sometime.
Encourage young investigators to balance
their research creativity between purely
clinical issues and more basic questions.
Residents will at times tell me that the
reason they are not interested in academics
is because they are worried that they will
never generate significant questions to
explore in their research. Of course that’s
simply a matter of not enough background
to help them formulate good questions to
investigate. As important as they are to our
progress, Speech  pathologists and
theoreticians are not MDs and we cannot
rely upon them to formulate the important
questions or answers in our field.

So how do we motivate young
academicians to explore basic focused
research issues? I doubt that the future
prospect of running a department is
enough of a carrot. I would submit,
however, that the shear joy, excitement
and satisfaction from discovering answers
to important basic questions is enough of a
reward in and of itself. I often tell people
that ask if I still do research that I used to
be the pitcher of a baseball team, then I
became the pitching coach and now
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I’'m kind of the general manager. But I
still vividly remember those early years
sitting in front of my canine preparation
trying out different small experiments or
thinking about how the system worked.
Those were literally some of the best times
during my early career. In addition, when I
compare all the hats that I get to wear in
my profession to those that spend all of
their time in one monotonous job I am so
grateful for the variety in my life. We need
to continue to develop dedicated clinician
researchers that can work with other basic
scientists to answer some of the
fundamental issues facing us. Along those
lines I truly congratulate the Triologic for
instituting young scientist training awards
as a bridge between Intramural and NIH
funding.

1.

Despite the dismal funding levels from the
NIH, we should avoid industry-sponsored
research whenever possible, or at least
make it clear to them that we are impartial
to the results of a study. It is quite
troubling to me that some M.D.s allow
science writers employed by industry to
write their manuscripts for them. Many
institutions, including the University of
California, are developing strict criteria
and guidelines specifying the relationship
of industry to their educational and

research missions, and I applaud these
efforts.

2. Finally, Universities need to start
rewarding basic contributions to the
science of medicine again.

The lay public doesn’t know the difference
between the effort, knowledge or skill
required to be in the various academic
series lines. Maybe that’s not important
anymore. But it is important that we stop
equating short-term goals with long-term
objectives.

This reminds me of the story of two hikers,
both trying to get to a waterfall down the
way. The first one took a shortcut through
an asphalt-paved road; the second took the
long way around hiking along the stream,
through the green meadows, and over the
hills. Of course, the shortcut hiker got to
the waterfall first, and when the second
hiker showed up the first hiker asked
sarcastically “What took you so long?” The
second hiker looked around and shrugged
his shoulders and answered, “I didn’t notice
the time.”

Unlike the short-term goals of getting good
grades on exams or even the intermediate
goal of getting into a medical school, the
profession of medicine should be a process-
oriented one. By process oriented I mean
that
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the time spent and knowledge gained by
simply immersing oneself in the
investigative process is more important in
creating a clinician/investigator than the
actual results of any particular study. The
true goal is not to be the first one to make it
to the waterfall, but to experience the
process on your way to the waterfall. The
Triological and ALA are wonderful
organizations. One of the reasons an
individual is required to write a thesis for
membership is to

demonstrate that they have immersed
themselves in the investigative process. So
which one of the 300 or so Beatle tunes
should T use to sum up my lecture this
morning “Let’s Come Together”, “Don’t be
a Dr. Roberts”, “Research is like The Long
and Winding Road”. Each one of us needs
to decide which tune is most appropriate
and how we wish to spend our brief time
while on this beautiful planet.

Thank you for your time and attention.
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IMPROVING FUNCTIONAL OUTCOMES FOR PATIENTS WITH UNILATERAL
VOCAL CORD PARALYSIS (UVCP): ASSESSMENT OF ADAPTATION
USING FUNCTIONAL MAGNETIC RESONANCE IMAGING (MRI)

Jessica Galgano, DPhil; Kyung Peck, PhD; Ryan Branski, PhD;
Dmitry Bogomolny, BS; Margaret Ho, MS; Andrei Holodny, MD;
Dennis Kraus, MD

The cortical mechanisms of adaptation to surgical rehabilitation of patients with UVCP undergoing
Type I thyroplasty for UVCP have not yet been elucidated. fMRI was employed to describe the pattern of
motor activation in a group of patients before surgery and 1 and 6 months after surgery. These data was
then compared to healthy controls. A network of regions related to pitch modulation were active in all
experimental conditions. Activation changes were evidenced by areas of reduced volume and percent
signal change prior to augmentation. Post-augmentation fMRI revealed activation patterns similar to
healthy controls, which correlated with acoustic/physiologic indices. These findings have potential for
providing valuable information about alterations in sensorimotor organization of the brain in response to
UVCP potentially leading to novel therapeutic modalities in this population.

ANSA to Recurrent Laryngeal Nerve Anastomosis for Unilateral
Vocal Fold Paralysis: A Single Institutional Experience

Robert R. Lorenz, MD; Asenyur M. Teker, MD; Ramon M. Esclamado, MD;
Marshall Strome, MD; Joseph Scharpf, MD; Douglas Hicks, PhD;
Claudio Milstein, PhD; Walter T. Lee, MD

There are a variety of treatment options for unilateral vocal fold paralysis. One treatment involves ansa to
recurrent laryngeal nerve anastomosis to provide reinnervation to the affected vocal fold. Advantages of
this treatment approach include: 1): provides vocal fold tone, bulk and tension, 2) is technically simple,
and 3) does not preclude other treatment options. We present our series of patients who had undergone the
ansa to recurrent laryngeal nerve anastomosis for unilateral vocal fold paralysis. A total of 48 patients
were included in the study. Stroboscopic analysis and acoustic evaluation was performed in a blinded
fashion. These results along with clinical findings are presented. Of those patients with at least 3 months
follow-up, all except one demonstrated evidence of reinnervation. We conclude that this technique is
effective in treating unilateral vocal fold paralysis.
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INTRINSIC LARYNGEAL MUSCLE REINNERVATION USING THE
MUSCLE-NERVE-MUSCLE TECHNIQUE

Idranil Debnath, MD; Jason T. Rich, MD; Randall C. Paniello, MD

In the muscle-nerve-muscle (MNM) reinnervation technique, a nerve conduit implanted into
an innervated muscle conducts axonal sprouting into a denervated muscle, while maintaining function
of the donor muscle. In this study, the MNM technique was used to direct superior laryngeal nerve
(SLN) axons to reinnervate intrinsic laryngeal muscles by implanting the recurrent laryngeal nerve
(RLN) stump into the cricothyroid (CT) muscle in 8 dogs. In four of the dogs, the RLN trunk to the
adductor muscles was divided so that all axonal sprouting was directed to the posterior cricoarytenoid
(PCA) muscle. Six-month Electromyography (EMG) data was obtained from 6 of the eight dogs. All
six showed evidence of successful reinnervation of the PCA with action potentials that corresponded
to spontaneous respiratory efforts, while the donor CT muscles retained their phasic contraction.
These responses were obliterated when the SLN was divided. Histologic exam of the intrinsic
laryngeal muscles demonstrated successful reinnervation. The results confirm that intrinsic laryngeal
muscles may be successfully reinnervated by the SLN using the MNM technique, without sacrificing
function of the CT muscle. This method offers an alternative source of appropriately firing axons for
laryngeal reinnervation procedures.

DEVELOPMENT OF ENDOSCOPIC ARYTENOID ADDUCTION USING
CRICOID IMPLANT

Tack-Kyun Kwon, MD; Myung-Whun Sung, MD; Kwang Hyun Kim, MD, PhD

Conventional arytenoid adduction procedure for unilateral vocal fold paralysis needs invasive
dissection and leaves scars on the neck. We tested the technical feasibility of endoscopic arytenoid
adduction using a cricoid implant. Based on a preparatory study using excised human and dog
larynges, a nail-shaped stainless steel rod and an inserting device were designed for animal trial. After
unilateral recurrent laryngeal denervation in five adult dogs, the implants were inserted
endoscopically into the cricoid cartilage through a small mucosal incision over cricoarytenoid joint.
We found that the arytenoid cartilage was successfully medialized and tightly fixed right after
inserting an implant in the cricoid cartilage. The animal study showed that the implantation procedure
was easy and safe. Aerodynamic study with in vivo canine model confirmed the functional
improvement of voice. This study shows feasibility of an endoscopic approach for arytenoid
adduction.
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SLOW-RELEASE NANOPARTICLE ENCAPSULATED DELIVERY SYSTEM FOR
LARYNGEAL INJECTION

Oswaldo A. Henriquez, MD; Johnathon Q. Smith, BA; Wael M. Abdelkafy, MD;
Justin S. Golub, BA; Young-Tae Kim, PhD; Mauricio Rojas, MD;
Kenneth L. Brigham, MD; Ravi V. Bellamkonda, PhD; Michael M. Johns, III, MD

Currently, direct injection of therapeutics into the larynx is limited by the rapid clearance of
agents following a single injection. To validate the use of nanoparticle encapsulated agents as a slow-
release delivery system in the larynx, nanoparticles loaded with Texas Red-Dextran (NPTR) were
injected into the right vocal fold. Plain Texas Red-Dextran (TR) was injected in the right vocal fold of
control mice. Fluorescence microscopy to detect Texas Red-Dextran was performed on days 1, 4, 7
and 10. An in vitro release-kinetic study of the NPTR was performed for comparison. Fluorescence
was noted on day 1, 4, 7 in the NPTR group compared to only day 1 in the TR. In vitro NPTR release
correlated with in vivo results. This suggests that the use of nanoparticle encapsulated agents for
laryngeal injections provides increase exposure in the target tissue.

LONG TERM BOTULINUM TOXIN DOSE CONSISTENCY FOR THE
TREATMENT OF ADDUCTOR SPASMODIC DYSPHONIA

Paul K. Holden, MD, MS; David Vokes, MD; Roger L. Crumley, MD, MBA

Botulinum toxin (BTX) is the gold standard treatment for Adductor Spasmodic Dysphonia (ADSD).
This study is a retrospective review reporting our experience with the dosing consistency of BTX for
the treatment of ADSD. We identified 13 subjects who had received a minimum of 6 injection visits
(avg — 14.3, range — 6-29 of BTX for ADSD. The average total dose of BTX to the larynx for each
treatment episode was 3.9 units (range 1.5-7.5). The total dose administered tended to trend
downwards during the initial treatment period until the usual long term BTX dose was determined.
Subjects underwent an average of 2.2 injections (range 1-4) prior to reaching their optimal BTX dose.
The BTX dose for the optimal treatment of ADSD usually remains consistent over time, and is
typically lower than the initial dose, indicating that this initial dose was greater than required. The
optimal BTX dose was determined after 2-3 injections. Long term consistency of BTX dose confirms
that tachyphylaxis does not occur in the treatment of ADSD.
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FINE-WIRE ELECTROMYOGRAPHIC FINDINGS IN ABDUCTOR
LARYNGEAL DYSTONIA

David E. Vokes, MD; Nicole C. Maronian, MD; Pat F. Waugh, MS;
Lawrence R. Robinson, MD; Allen D. Hillel, MD

Objectives: Abductor laryngeal dystonia (LD) is less effectively treated with Botulinum toxin
than adductor LD. The aim of this study is to characterize the fine-wire electromyographic (FWEMG)
findings in abductor LD, and to determine whether the patterns of muscle activity could explain the
poor treatment response.

Methods: Retrospective review

Results: 28 subjects with abductor LD were studies. Abnormal PCA activity with breaks was
noted in 22/28 subjects. In two patients asymmetrical PCA activity (left>right) was confirmed.
Abnormal activity was found in 9/27 thyroarytenoid muscles. The cricothyroid muscle showed
abnormal activity in 3/15 subjects only.

Conclusions: The majority of patients with abductor LD demonstrated abnormal PCA activity
associated with abductor breaks. A significant percentage had abnormal activity in other muscles.
Using FWEMG to determine whether muscles other than the PCA require chemodenervation may
improve the treatment outcomes of abductor LD.

TREATMENT OF GLOTTIC CANCER BY TRANSORAL LASER RESECTION

Dana M. Hartl, MD, PhD; Daniel F. Brasnu, MD

The aim of this bi-institutional study was to review the results of transoral laser resection for glottic
carcinoma. Patients treated with curative intent in two centers were retrospectively reviewed. Tumor
stage, cordectomy type (European Laryngological Society classification), resection margins, adjuvant
treatment, local control and laryngeal preservation were analyzed. 142 patients were treated: pTis
(n=35), pTla (n=-88), pT1b (n=11), pT2 (n=8) and pT3 (n=1). Adjuvant radiation therapy was
administered to 9 of the 53 patients with positive, suspicious or unknown margins. Two were
subsequently treated with total laryngectomy; no recurrence occurred in the other 7. Of the 25
patients with suspicious margins managed expectantly, 4 (16%) presented with local recurrence.
Overall local control with laser alone was 96% and organ preservation 98%. Laser microresection is
reliable with excellent local control for glottic cancer. Positive or suspicious margins are not
predictive of recurrence. Suspicious margins can be managed expectantly.
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ENDOSCOPIC PARTIAL LARYNGECTOMIES (EPL) VERSUS SUPRACRICOID
PARTIAL LARYNGECTOMIES ((SCPL): COMPARISON OF
FUNCTIONAL OUTCOMES

Giorgio Peretti, MD; Cesare Piazza, MD; Luca Oscar Redaelli de Zinis, MD;
Eva Martin, MD; Luigi de Benedetto, MD;
Francesco Garrubba, MD; Daniela Cocco, MD*

EPLs by CO, laser and SCPLs share similar indications and oncologic outcomes when applied to
T1b-T2 (excluding anterior transcommissural) glottic cancers. Aim of this study was to compare
functional outcomes between these organ preservation strategies. We analyzed the voice by the Voice
Handicap Index, perceptual evaluation (GRBAS), and computerized objective analysis, and the
swallowing by M.D. Anderson Dysphagia Inventory (NDADI), videoendoscopic evaluation of
swallow (VEES), and videofluoroscopy (VES). Complication rates, hospitalization, need and duration
of feeding tube and tracheostomy were also evaluated. We compared these parameters by the Mann-
Whitney U and Pearson Chi-Square tests in 2 groups of patients matched for T categories: 15 EPLs
versus 14 SCPLs. Comparison of comprehensive voice analysis showed statistically significant
differences for the Noise to Harmonic Ratio (p=.02) and the GRBAS scale (p<0.05). Significant
differences were found also for VEES (p=.04), VFS (p=.02), complication rate (p=.04),
hospitalization (p=.000), feeding rube (p=.000), and tracheostomy times (p=.000). EPL showed a
significantly lower functional impact on voice and swallowing than SCPI, and was associated with
less morbidity and shorter hospitalization.

ORGAN PRESERVATION IN T4 LARYNGEAL CANCER: IS
TRANSORAL LASER MICROSURGERY AN OPTION?

Wolfgang Steiner, MD; Alexios Martin, MD; Martin C. Jackel, MD;
Hans Christiansen, MD; Silja Griper; Martina Kron, PhD*

Introduction: Transoral laser microsurgery (TLM) is a valid treatment option for organ
preservation in small and mid-sized cancers of the larynx. Purpose of this study was to assess the
feasibility of TLM in selected patients with T4 laryngeal cancer.

Procedures: A retrospective chart review was carried out. Patients with previously untreated
T4 laryngeal cancer were included: simultaneous second primary cancers in the upper ADT and N3
neck disease were excluded.

Results: 63 patients were included (35% glottic, 65% supraglottic), median follow-up was 49
months. 40% received postoperative radiotherapy. 5-year Kaplan-Meier for organ preservation was
82%. 5-year Kaplan-Meier recurrence-free survival was 68% for pN-negative, but only 35% for pN-
positive patients. These and other correlations are discussed thoroughly.

Conclusion: Our data supports the conclusion that TLM can be an option for organ
preservation in carefully selected T4 laryngeal cancers.
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SIDE POPULATION CELLS IN THE HUMAN VOCAL FOLD

Masaru Yamashita, MD; Shigeru Hirano, MD, PhD;
Shin-ichi Kanemaru, MD, PhD; Toshihiro Tamura, MD

It has been reported that stem cells exist in several organs and contribute to organogenesis and
tissue regeneration. Side population (SP) cells are thought to include stem cells, and defined by
fluorescent activated cell sorting (FACS). However, the presence of SP cells in the vocal fold has not
been investigated because of methodological difficulty. In the present study, we examined the
existence of SP cells in the vocal fold using FACS, and the distribution of these cells by
immunohistochemistry. FACS analysis revealed the presence of SP cells in the human vocal fold as
the population ratio of 0.2%. Immunohistochemical analysis demonstrated the distribution of SP cells
in the epithelium and the lamina propria of human vocal fold mucosa. In conclusion, these findings
have suggested the existence of stem cells in the vocal fold, which may play an important role in
tissue maintenance and regeneration of the vocal fold.

CULTURED STELLATE CELLS IN THE HUMAN VOCAL FOLD MUCOSA

Kiminori Sato, MD; Yoshimi Miyajima, MD;
Shinsuke Izumaru, MD; Tadashi Nakashima, MD

In our previous studies the stellate cells (SC) in the human maculae flavae (MF) located at both
ends of the human vocal fold mucosa were postulated to be involved in the metabolism of
extracellular matrices in the vocal fold musoca.

SC in the MF and fibroblasts in the Reinke’s space (RS) were cultured in 3 normal human
adult vocal fold mucosae. After extraction of MF and RS under microscope, each tissue was cultured
using a Dulbecco’s modified Eagle’s medium.

Cultured cells from the RS were conventional fibroblasts. Cultured cells of the MF were
stellate in shape and had cytoplasmic processes. They were larger than fibroblasts and lipid droplets
in the cytoplasm disappeared in the primary culture. During the seven to ten-month subculture period,
each cell continued to exhibit its own characteristics. This study demonstrated that the SC form an
independent cell category that should be considered a new category of cells in the human vocal fold.
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PRENATAL VITAMIN A DEFICIENCY CAUSES LARYNGEAL
MALFORMATION:
A RAT STUDY

Ichiro Tateya, MD, PhD; Tomoko Tateya, MD; Diane M. Bless, PhD

Our previous research demonstrated that vitamin A might be related to vocal fold development.
This study aimed to determine if vitamin A deficiency affects prenatal laryngeal development. It is
known that vitamin A is required for embryonic survival around embryonic day 9 and laryngeal
formation occurs mainly after day 11. We developed a rat model that fell into vitamin A deficiency
after embryonic day 11, considered a critical period for laryngeal formation. Ten pregnant rats (five
vitamin A deficient rats and five control rats) were studied. Embryos were collected at embryonic day
18.5 and analyzed histologically. Eighteen percent of the vitamin A deficient embryos were alive and
demonstrated laryngotracheal cartilage malformation, incomplete separation of the glottis, and
laryngoesophageal cleft. These results suggest that vitamin A plays an important role in laryngeal
development.

AN EX VIVO PERFUSED LIVING LARYNX MODEL OF PHONATION:
A PRELIMINARY STUDY

Dinesh Chhetri, MD; Ming Ye, MD; Juergen Neubauer, PhD;
David A. Berry, MD; Veling Tsai, MD; Gerald S. Berke, MD

While excised laryngeal models and physical models are important in studying laryngeal
dynamics, they cannot be used to study the influence of neuromuscular contraction on vocal fold
vibration, especially with regard to the thyroarytenoid muscle. Our aim was to develop an ex vivo
living larynx model of phonation, and extend the benefits of the in vivo laryngeal model to the ex vivo
situation, and thereby facilitating the measurement of glottal variables in a neuromuscularly correct
model. Two canine larynges were surgically removed and their neuromuscular apparatus kept fully
functional by extracorporeal perfusion of a nutrient-rich and balanced physiologic solution.
Neuromuscular stimulation, phonation, and experimental manipulation were possible for at least 2
hours after the onset of ex vivo perfusion. We propose that the further development of this laryngeal
model may be useful in the study of laryngeal dynamics, particularly when invasive measurements,
such as the glottal exit flow, are required.
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MEASURING AP VELOCITY GRADIENTS DURING PHONATION IN
THE EXCISED CANINE LARYNX MODEL

Siddarth Khosla, MD; Shanmugam Murugappan, PhD;
Ephraim Gutmark, PhD; Raghavaraju Lakhamraju, MS

Understanding the sources of sound production in the larynx is important for treating laryngeal
pathologies. Many present theories, based on computational or mechanical models, conclude that the
majority of sound is produced by glottal flow modulation. However, one major assumption of these
theories is that the airflow velocity does not change in the anterior-posterior (AP) direction. Using
particle image velocimetry (PIV), the magnitude and directions of velocities in themed-sagittal plane
were measured in three excised canine larynges. The fields show significant velocity gradients in the
AP direction; specifically, for most of the phonation cycle, velocity increases in an approximately
linear fashion from vocal process to the anterior commissure. The significance of these gradients on
sound production and glottal flow measurements will be discussed for normal and abnormal
phonation.

REGENERATION OF TRACHEAL EPITHELIUM UTILIZING A
NOBERU BI-POTENTIAL COLLAGEN SCAFFOLD

Yasuhiro Tada, MD; Omori Koichi, MD; Toshiaki Takezawa, PhD;
Yukio Nomoto, MD; Teruhisa Suzuki, MD

Purpose: The purpose of the present study is to evaluate the effects of a novel bi-potential
collagen scaffold as a bio-engineered trachea for regeneration of tracheal epithelium.

Methods: A bi-potential scaffold was developed by conjugating a collagen vitrigel membrane
with a collagen sponge in order to promote both epithelial cell growth and mesenchymal cell
infiltration. We implanted the bi-potential scaffold onto the tracheal defects of rats, while we
implanted a regular collagen sponge as control model. Histological and Immunohistochemical
examinations were undertaken.

Results: A bio-engineered trachea was covered with epithelium in Vitrigel membrane model,
while not covered in control model at 7 days after operation. A bio-engineered trachea was covered
with epithelium involving basal cell layer in Vitrigel membrane model, while not involving it in
control model at 14 days after operation.

Conclusion: Our tissue engineering technique using a novel collagen scaffold can be feasible
for accelerating epithelial regeneration of the trachea.
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CREATION AND VALIDATION OF THE SINGING VOICE HANDICAP INDEX

Seth M. Cohen MD; Barbara Jacobson, PhD; C. Gaelyn Garrett, MD; J. Pieter Noordzij, MD;
Albert Attia; Robert H. Ossoff, DMD, MD; Thomas P. Cleveland, PhD

Objective: To develop and validate a disorder-specific health status instrument (Singing Voice
Handicap Index — SVHI) for use in patients with singing problems.

Methods: Prospective instrument validation was performed. Of 81 original items, those with
poor statistical validity were eliminated, resulting in 36 items. The ability to discriminate dysphonic
from normal singers, test-retest reliability, internal consistency, and construct validity were assessed.

Results: 112 dysphonic and 129 normal singers, professional and non-professional of classical,
country, rock, choral, and gospel repertoire, were included. Dysphonic singers had worse SVHI
scores than normal singers (p < 0.0001, Rank Sum test). Test-retest reliability was high (Spearman
correction = 0.92, p <£0.0001). Internal consistency demonstrated a Cronback’s alpha of 0.97, and the
correction between the SVHI and self-rated singing voice impairment was 0.63 (p < 0.0001,
Spearman correction).

Conclusion: The SVHI is a reliable and valid tool for assessing self-perceived handicap
associated with singing problems.

RECEPTOR-MEDIATED UPTAKE OF PEPSIN BY LARYNGEAL
EPITHELIAL CELLS

Nikki Johnston, PhD; Clive Wells, PhD; Albert Merati, MD;
Joel Blumin, MD; Robert Toohill, MD

Initial confocal microscopy analysis of pepsin uptake by laryngeal epithelial cultured cells
revealed that pepsin may be taken up by a specific process. The purpose of this study was to use
electron microscopy to confirm our initial findings and to determine whether uptake of pepsin by
laryngeal epithelial cells is receptor-mediated.

Cultured human laryngeal HEp-2 cells and human laryngeal biopsy specimens were exposed to
purified human pepsin 3b + transferring (a marker for receptor-mediated endocytosis) in vitro and the
uptake of pepsin documented by electron microscopy.

Pepsin co-localized with transferring in intracellular vesicles, confirming that it is taken up by
laryngeal epithelial cells by receptor-mediated endocytosis.

This is a novel finding which further defines the role and mechanism of pepsin mediated injury
to LPR. The objective of ongoing research is to identify the receptor and investigate potential
antagonists as a new therapeutic for patients with reflux attributed disease.
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PULSE-DYE LASER TREATMENT FOR BENIGN LARYNGEAL POLYPS

Chandra Ivey, MD; Peak Woo, MD;
Kenneth Altman, MD, PhD; Stanley M. Shapshay, MD

The 585 um pulse-dye laser (PDL) has recently been deemed safe and effective for treatment of
different laryngeal pathologies. This study evaluates office based PDL treatment of benign laryngeal
polyps. Operative phonomicrosurgery was offered if patients failed office PDL. Nineteen consecutive
polyps were retrospectively evaluated to determine the effect of PDL laser treatment. Preoperative
and postoperative measurements of polyp size as well as total power delivered to the site were
recorded. The mean size of the polyps treated was 24% (SD = 12) of the total vocal cord length. The
mean change after treatment was 52 percent. Smaller lesions, those that were less than 20% of the
total vocal cord length, showed better resolution than larger lesions. Eighteen of the nineteen avoided
operative phonomicrosurgery. There were no adverse events noted. We concluded that in-office PDL
for treatment of polyps may be a useful alternative to phonomicrosurgery.

USING AMBULATORY PHONATION MONITORING TO COMPARE VOICE
USE OF TALKERS WITH AND WITHOUT VOCAL PATHOLOGY
IN SIMILAR OCCUPATIONS

Harold A. Cheyne, PhD; James T. Heaton, PhD;
Steven M. Zeitels, MD; Robert E. Hillman, PhD

Recent development of ambulatory voice monitors, using miniature accelerometers to sense
phonation, has been motivated by the belief that the vocal measures they provide will complement
clinical assessment and management of voice disorders. This study’s goal was to determine if
measurable differences exist in the ambulatory monitoring data between matched pairs of patients and
controls. Six patients with phonotrauma-related vocal pathology, whose occupations required
substantial voice use, were asked to participate and identify a same-sex professional colleague of
approximately the same age to serve as a control. Five days of ambulatory voice monitoring were
conducted on each of the twelve participants, providing measures of fundamental frequency,
intensity, and phonation duration. Only one pair demonstrated consistent differences in daily average
intensity, total voiced time, and total vocal distance dose, suggesting that simple long-term averages
of such measures may not differentiate talkers with and without vocal pathology within an
occupation.
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PERCEPTUAL EVALUATION OF SPASMODIC DYSPHONIA

Veling Tsai, MD; Albert Merati, MD; Joel Blumin, MD; Lucian Sulica, MD;
Edward Damrose, MD; Dinesh K, Chhetri, MD

The diagnosis of adductor spasmodic dysphonia (ADSD) relies on perceptual assessment.
While experienced listeners can distinguish ADSD and assess severity, access to this resource is
limited; recorded or transmitted voice samples may be useful for diagnosis and follow-up. We
hypothesized that diagnosis of ADSD is equivalent between digitally recorded voice samples and
those recorded over the telephone.

Five laryngologists blindly reviewed voice samples from 46 ADSD patients. Digital recordings
and telephone-filtered samples were rated. This process was repeated for each condition.

There was a high level of agreement in ADSD severity, with remarkable inter-rater and intra-
rater reliability. There was no significant difference between the ratings of the digital versus
telephone-filtered voice samples.

These results demonstrate that voice experts are reliably able to judge and agree on the severity
of ADSD. Telephone voices convey adequate ADSD perceptual cues for expert listeners to judge the
severity of spasmodic dysphonia.

DIFFERENTIAL VIBRATORY CHARACTERISTICS OF SPASMODIC
DYSPHONIA AND MUSCLE TENSION DYSPHONIA ON
HIGH SPEED DIGITAL IMAGING

Rita Patel, PhD; Li Liu, MS; Nilolaos Galatsano, PhD; Diane M. Bless, PhD

The purpose of this study was to use automated extraction and quantification of vocal fold
motion waveforms from High Speed Digital Imaging (HSDI) to differentiate vibratory features of
Adductor Spasmodic Dysphonia (adDS) from those of Muscle Tension Dysphonia (MTD). Features
of aperiodicities, voice breaks (as small as 8ms), and micro motions were greater in number for adSD
whereas unique phonatory modes, hyperfunction, reduced aperiodicities, absence of voice breaks and
absence of micro motions characterized MTD group. Further montage analysis of successive glottal
cycles of voice break in adSD group reveal three difference types of adSD sub groups based on the
muscle involvement as observed on HSDI: 1) adSD with predominant involvement of the
thyroarytenoid muscle, 2) adSD with predominant involvement of the cricothyroid muscle and 3)
adSD with involvements of the thyroarytenoid and the lateral cricoarytenoid muscles. HSDI can be
used to aid clinical decision making regarding adSD and MTD.
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RECURRENT LARYNGEAL NERVE (RLN) RECOVERY EVALUATION
USING TRANSORAL LARYNGEAL BIPOLAR ELECTROMYOGRAPHY
(TOL EMG): A RAT MODEL

Belachew Tessema, MD; Michael Pitman, MD; Rick M. Roark, PhD; Steven Schaefer, MD

Objective: To develop a standardized minimally-invasive ToL bipolar EMG for evaluation of
RLN recovery after a controlled crush injury in a rat model.

Study Design: Six female Sprague-Dawley rats weighing between 200-250g underwent
controlled crush injury to the left RLN using calibrated pressure clamps. Serial ToL bipolar EMG was
performed on adductor muscles and posterior criocoarytenoid muscle during spontaneous, unevoked
respiratory cycles under anesthesia. Each animal underwent ToL EMG immediately after surgery and
at 1, 3 and 6 weeks postoperatively.

Results: EMG results are consistent with other animal investigations and methologies as
reported in the literature for crush nerve recovery.

Conclusions: We have developed a standardized minimally-invasive transoral laryngeal
bipolar electromyography technique to evaluate and follow recurrent laryngeal nerve injury and
recovery in rats.

VOICE HANDICAP EVALUATION OF PATIENTS WITH
PATHOLOGIC SULCUS VOCALIS

Nathan Welham, PhD; Charles N. Ford, MD; Seth Dailey, MD; Diane Bless, PhD

The purpose of this study was to characterize the psychosocial impact of dysphonia in patients
with pathologic sulcus vocalis, using the Voice Handicap Index (VHI). The VHI was administered to
15 consecutive patients (11 females, 4 males) with pathologic sulcus vocalis. VHI subscale and total
scores were compared with data from individuals with no history of dysphonia, and patients with
vocal fold scar. Additional comparisons were performed for patients with unilateral sulcus versus
bilateral sulci, type II versus type III sulcus, and sulcus with concomitant vocal fold scar versus
sulcus without concomitant scar. VHI scores for patients with pathologic sulcus vocalis were
significantly greater than for individuals with no history of dysphonia and patients with vocal fold
scar. In addition, significantly greater VHI scores were observed for patients with sulcus vocalis with
concomitant scar versus those with sulcus alone. These data suggest that pathologic sulcus vocalis can
be a severely handicapping condition, particularly in the presence of concomitant scar.
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A STUDY OF SIMULTANEOUS MEASUREMENT OF VOCAL FOLD
VIBRATIONS AND GLOTTAL VELOCITY

Hideyuki Kataoka, MD; Hiroya Kitano, MD; Kensaku Hasegawa, MD;
Shiro Arii, PhD; Miwako Hanamoto, MD

Detailed study of the airflow is believed to be important to elucidate mechanism of human
phonation with the help of simultaneous observation of vocal fold movement by means of high-speed
camera. We developed a miniature, flexible hot-wire probe which was inserted into a flexible
transnasal endoscope. The high-speed motion pictures were taken using a flexible transnasal high-
speed camera and an auxiliary additional light source. The hot-wire problem was placed some point
around the glottis to measure the glottal velocity. Glottal velocity was captured instantaneously in the
processor memories of the high-speed imaging systems to ensure accuracy of synchronization. The
results of the study indicate the glottal jetstream was at its highest in the cycle during the closing
phase of the glottis. The airflow was distributed and the velocity was decreased except above the
glottis. The airflow velocity analyzed by Fourier spectrum had high frequency components.

TEFLON GRANULOMA: REMOVAL WITH CONCURRENT TYPE I
THYROPLASTY AND ARYTENOID ADDUCTION

Patrick Munson, MD; Nicolas E. Maragos, MD; Matthew Lewin, MD

Teflon granuloma following vocal fold injection is a known complication due to improper or
over-injection. The identification and management of this pathology remains important despite
diminishing use of Teflon. We report a 57-year old man who presented with recurrent dysphonia 14
years after two transcutaneous injections of Teflon to the left vocal cord for idiopathic paralysis.

Videostrobolaryngoscopy confirmed left vocal cord paralysis with an open posterior glottis.
Surgical intervention revealed a midline mass emanating from the cricothyroid membrane, fixed to
the pyramidal lobe of the thyroid. Pathology confirmed Teflon granuloma admixed with thyroid
parenchyma. Additionally, left lateral vocal fold granuloma was removed. Following arytenoid
adduction via a posterior window, a silastic block was fashioned for Type I thyroplasty medialization.
At 3 months postoperatively, repeat videostroboscopy demonstrated left vocal fold medialization and
improvement in voice production.
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EVALUATION OF TRANSORAL LASER MICROSURGERY (TLM) IN
RADIATION FAILURE FOR LARYNGEAL CARCINOMA

Jacques Gaudet, MD; Melda Kunduk, PhD, CCC-SLP; Andrew J. McWhorter, MD

TLM is a viable option for salvage surgery following radiation failure in laryngeal carcinoma.
This study reviews oncologic and functional outcomes in this setting.

From 2001 to 2006, patients failing radiation therapy for laryngeal carcinoma subsequently
treated with TLM were identified. A chart review examined demographics, risk factors, site and stage
of primary and recurrent tumors, and treatment. Airway, voice and swallowing outcomes were also
studied.

Seventeen patients were identified, stage rTINOMO (n=8), rT2NOMO) (n=7) and rT3NOMO
(n=2). Thirteen patients (77%) have remained disease free with one or more TLM procedures; four
(23%) required total laryngectomy. One patient died of disease. All seven supraglottic recurrences
remained disease free after one TLM procedure. Airway, voice and swallow outcomes were excellent.

These results support the use of TLM in the setting of recurring glottic and supraglottic
carcinoma in previously irradiated patients.

IRRADIATED MACULA FLAVA IN THE HUMAN VOCAL FOLD MUCOSA

Kimonori Sato, MD; Hidetaka Shirouzu, MD; Tadashi Nakashima, MD

In our previous studies the stellate cells (SC) in the human maculae flavae (MF) were
postulated to be involved in the metabolism of extracellular matrices in the human vocal fold mucosa.
Irradiated MF and Reinke’s space (RS) were investigated in 5 human adult vocal folds by light and
electron microscopy.

Fibroblasts in the irradiated RS showed no morphologic changes. Irradiated RS was composed
of fibrous tissue with increased collagenous fibers. SC in the irradiated MF showed vacuolar
degeneration. Not so many vesicles were present at the periphery of the cytoplasm. Radiation-
sensitivity of the SC was difference from that of conventional fibroblasts. SC appeared to decrease
their level of activity. Collagenous fibers around SC in the irradiated MF decreased, suggesting that
precursors of collagenous fibers synthesized by SC, such as procollagen, were damaged by radiation.

Decreased function of MF is postulated to influence the metabolism of extracellular matrices in
the RS (as well as the viscoelasticity of RS) and is one of the causes of voice disorders after radiation.
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A USER-FRIENDLY INTERFACE FOR OBJECTIVE PARAMETERS
EXTRACTION FROM VIDEOKYMOGRAPHIC IMAGES

Claudia Manfredi, MSc; Leonardo Bochi, MSc; Robert Miniati, BSc;
Stefano Innocenti, BSc; Alessandra Berlusconi, MD; Giovanna Cantarella, MD

Videokymography (VKG) registers vocal fold movements with a high time resolution on a
line perpendicular to the glottis. It provides accurate information also in case of irregular vibrations,
that are not clearly visible by stroboscopy. However, few results concerning objective parameter
estimation from VKG are available, and no clinical evaluation protocol has been defined. This paper
presents a new robust tool for measuring and tracking quantitative parameters for VKG images. A
digital image processing algorithm was developed to achieve an accurate contour detection. Left-to-
right period, amplitude and phase ratios were measured, as well as a phase symmetry index. A user-
friendly interface allowed easy storage and retrieval of data. VKG images obtained from one non-
dysphonic and eleven dysphonic subjects were analyzed. The described parameters were easily
obtained for all cases, but only when glottic closure was achieved. Future refinement of the technique
will concern analyzing further parameters and achieving quantitative analysis also in case of glottic
incompetence.

OPTIMAL CONDITIONS FOR LARYNGEAL PACING WITH A
NEW GENERATION IMPLANTABLE STIMULATION

Daniel Van Himbergen, MD; Akihiro Katada, MD, PhD;
Keemesh Seth, BE; David Zealear, PhD

Bilateral injury to the recurrent laryngeal nerve compromises vocal fold mobility and glottal
opening. Although promising, previous clinical trials in electrical stimulation of the posterior
cricoarytenoid (PCA) revealed problems in the translation of technology for laryngeal reanimation.
The purpose of the present study was to evaluate the efficacy of a more advanced generation
implantable stimulation device and electrodes for laryngeal pacing. Acute studies were conducted on
five canines implanted with a 4-channel rod-shaped electrode. The study was designed to explore the
potential performance of the new system in two drastically different clinical situations: complete PCA
reinnervation, and complete failure of reinnervation. Stimulation of denervated muscle had a higher
threshold and was considerably less effective in producing vocal fold abduction. For innervated
muscles, a peak response was obtained at nominal current levels of only 2 to 4 mA, but rapidly
declined at higher current levels. Data from innervated muscles suggest that a paralyzed but
synkinetically reinnervated PCA muscle could be effectively activated to restore vocal fold abduction.
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LARYNGEAL MANIFESTATIONS OF PARKINSON’S DISEASE
AND PARKINSON’S PLUS SYNDROMES

Nwanmegha Young, MD; Andrew Blitzer, MD, DDS

Parkinson’s disease (PD) is characterized by bradykinesia, rigidity, resting tremor and postural
instability. The Parkinson plus syndromes include PD symptoms plus autonomic and sensory
disorders. Speech involvement seen in these disorders included decreased loudness, monopitch,
hypokinetic dysarthria, and paradoxical vocal fold motion.

Thirty patients with PD or PD plus Syndromes with laryngeal manifestations are reviewed,
specifically their evaluation (including pulmonary function tests, voice analysis, laryngoscopy,
modified barium swallow and sleep testing) and treatment (including drug therapy, LSVT, vocal
injection or thyroplasty and tracheostomy).

8 of these 30 patients were found to be suitable for vocal cord augmentation (vocal cord
injection or thyroplasty). Six of the eight had improvement of loudness. Six patients were diagnosed
with sleep apnea, half of them severe enough to require tracheostomy. However, systemic medication
and speech therapy remained a mainstay of treatment.

AMYL NITRATE USAGE: A RISK FACTOR FOR VOCAL FOLD HEMORRHAGE

Andrew S. Florea, MD; Clark A. Rosen, MD

Vocal fold hemorrhage is a feared injury among singers and professional voice users due to the
potentially devastating effects. Previously identified risk factors for vocal fold hemorrhage include
phonotrauma, blunt or penetrating neck trauma, hormonal imbalance, aspirin, non-steroid anti-
inflammatory drugs, and Coumadin use. We present a case of recurrent vocal fold hemorrhage in an
opera singer with none of the above risk factors, who disclosed he had been habitually using inhaled
amyl nitrate or “poppers”. Amyl nitrate is a recreational drug that has the pharmacologic effects of
vasodilation. We believe that this patient’s use of amyl nitrate resulted in a repeated vocal fold
hemorrhage and singers should be counseled on potential risks of this recreational drug. Questioning
singers or professional voice users about amyl nitrate usage and appropriate counseling may help
prevent vocal fold hemorrhage in these patients.
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PHONOMICROSURGERY FOR POSTERIOR GLOTTIC LESIONS
USING TRIANGULAR LARYNGOSCOPE

Shigeru Hirano, MD, PhD; Masaru Yamashita, MD;
Tsunehisa Ono, MD; Juichi Ito, MD

It is important to fully expose the posterior glottis to achieve adequate phonomicrosurgical
resection of lesions in the posterior glottis. However it is often difficult to obtain a sufficient view of
the posterior glottis by ordinary direct laryngoscopy. Triangular laryngoscope, including Zeitels
Universal modular glottiscope or Rudert laryngoscope, has been designed to better expose the
anterior glottis, but we found that they are also useful to expose the posterior glottis by modifying the
insertion of the scope. We have performed phonomicrosurgery for 12 lesions in the posterior glottis
including 2 early cancers, 1 dysplasia, 1 hemangioma and 8 granulomatous lesions. Under general
anesthesia, triangular scope was set lateral to intubation tube retracting the tube anterolaterally
towards the opposite side, which provided an excellent view including the membranous portion of the
vocal fold through the posterior glottis. This procedure was quite effective for adequate resection of
those lesions.
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MEMORIALS

It is with deep regret that I inform you of the death
of George A. Sisson, M.D., on August 6, 2006 in
Oak Brook, Illinois. A memorial service was held
on August 13 at the Christ Church of Oak Brook.

Dr. Sisson became an Active Fellow of the ALA in
1962. In 1986, he was honored as the recipient of
the Newcomb Award and was presented the
deRoaldes Award in 1997.

His desire to enter the medical field was inspired
when he experienced a brush with death, caused by
a deep access in his neck, at the age of 14 years
old. He received his MD from Syracuse University
in 1945 and, in 1951, finished his residency at the
Manbhattan Eye, Ear & Throat Hospital in New
York under Dr. Hayes Martin. Under the continued
guidance of Dr. Martin, Dr. Sisson completed a
fellowship in laryngology at Memorial Sloan-
Kettering. Dr. Sisson was a co-founder of the
American Society of Head and Neck Surgeons
(AHNS) and served as its first secretary. In 1989,
he received the highest honor from the Society of
Head and Neck Surgeons when he was named its
Hayes Martin Lecturer. Along with other members
of the AHNS, his dreams and vision became reality
when both societies merged in 1998 after 40 years
of operating separately. His contributions in head
and neck surgery were enormous. He is particularly
known for his work in skull-base surgery, for
sinonasal tumors and pioneering work in
extirpation and reconstruction for patients with
peristomal recurrence after laryngeal cancer

surgery.

Dr. Sisson served as Director of the Residency
Program at State University of New York -
Syracuse for several years and then became
Professor and Chair in Otolaryngology at
Northwestern Medical School where he trained
more than 150 residents and 35 fellows. Dr. Sisson
was a Director of the American Board of
Otolaryngology and served as president. In
addition, Dr. Sisson served as president of many of
our local, regional, and national organizations
including the American Academy of
Otolaryngology — Head & Neck Surgery, the
Society of Head & Neck Surgeons, American
Association of Facial Plastic and Reconstructive
Surgery, American Association of Department
Otolaryngologists, and the Society of University

Otolaryngologists.. He authored and co-authored
more than 300 books, chapters, and journal articles.

From a friendship developed in the early 1980’s
with the late Yul Brynner, the Yul Brynner Head
and Neck Cancer Foundation, of which he was a
co-founder, was established in 1984. He was the
founder of a skiing retreat for former fellows and
colleagues with an interest in head and neck
surgery that bears his name, The Sisson
International Workshop. He possessed a passion
and profound energy for creativity and vision in
head and neck surgery, resident and fellow
education, devotion to his patients, and a
tremendous loyalty to his former residents and
fellows. In addition to his many professional
accomplishments, Dr. Sisson was a dedicated
husband, father, and grandfather and is survived by
his loving wife, Mary Alice; three children and
their families; other family; numerous friends and
colleagues.

Memorial contributions may be directed to the Yul
Brynner Foundation to establish the George A.
Sisson Lectureship Fund, P. O. box 250550,
Charleston, SC 29425

Sincerely,

MFP
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1879
1880
1881
1882
1883
1884
1885
1886
1887
1888
1889
1890
1891
1892
1893
1894

1911
1912
1913
1914
1915
1916
1917
1918
1919
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1921
1922
1923
1924
1925
1926
1927
1928
1929
1930
1931
1932
1933
1934
1935
1936
1937
1938
1939
1940
1941
1942-3
1944-5
1946
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—mEmEswnaodm

F.
1.
M.
S.J
1.
C.

Vice Presidents (First and Second)

. H. Davis
. C. Glasgow, J. O. Roe
. L. Shurly, W. Porter
. Seiler, E. F. Ingals
. W. Langmaid, S. Johnston
. H. Hartman, W. H. Daly
. A. Johnson, G. W. Major
. C. Morgan, J. N. Mackenzie
. N. Mackenzie, S. W. Langmaid

W. C. Glasgow, C. E. DeM. Sajous

Holden, C. E. Bean
0. Roe, J. H. Hartman

J. Asch, S. Johnston
Johnston, J. C. Mulhall
C. Mulhall, W. E. Casselberry
C. Rice, S. H. Chapman

1895
1896
1897
1898
1899
1900
1901
1902
1903
1904
1905
1906
1907
1908
1909
1910

J. Wright, A. W. de Roaldes

T. M. Murray, D. N. Rankin

A. W. MacCoy, H. S. Birkett

J. W. Farlow, F. W. Hinkel

T. A. DeBlois, M. R. Brown

H. L. Wahner, A. A. Bliss

. W. Gleitsmann, D. Braden Kyle
A. Leland, T. Melville Hardie

—

G.
J. H. Lowman, W. Peyre Porcher
Thomas Hubbard, W. J. Freeman
J. L. Goodale, C. W. Richardson
G. H. Makuen, A. R. Thrasher

J. P. Clark, J. E. Rhodes

E. Mayer, F. R. Packard

C. G. Coakley, H. P. Mosher
Robert C. Myles, J. M. Ingersoll

Vice Presidents (First and Second)

F. C. Cobb, B. R. Shurly

A. W. Watson, W. Scott Renner

F. E. Hopkins, George E. Shambaugh
Clement T. Theisen, Lewis A. Coffin

J. Gordon Wilson, Christian R. Holmes
Thomas H. Halsted, Greenfield Sluder
John Edwin Rhodes, D. Crosby Greene
George E. Shambaugh, John R. Winslow
Francis R. Packard, Harmon Smith
Harmon Smith, W. B. Chamberlin
Dunbar Roy, Robert C. Lynch

George Fetterolf, Lorenzo B. Lockard
Hubert Arrowsmith, Joseph B. Greene
Ross H. Skillern, Gordon Berry

John E. Mackenty, Robert Levy

Lewis A. Coffin, William V. Mullin
Charles W. Richardson, Hill Hastings
Robert Clyde Lynch, Francis P. Emerson
William B. Chamberlin, Ralph Albert Fenton
Harris P. Mosher, James A. Babbitt
Joseph B. Greene, E. Ross Faulkner
Gordon Berry, Frank R. Spencer

E. Ross Faulkner, Thomas S. Carmody
Gordon B. New, Samuel McCullagh
Edward C. Sewall, H. Marshall Taylor
William P. Wherry, Harold 1. Lillie
Frank R. Spencer, Bernard J. McMahon
Ralph A. Fenton, Frederick T. Hill
John H. Foster, Thomas R. Gittins
Charles H. Porter, Gordon F. Harkness
Arthur W. Proetz, Henry B. Orton
Harold I. Lillie, Dean M. Lierle

John J. Shea, Thomas C. Galloway

H. Marshall Taylor, C. Stewart Nash

1947
1948
1949
1950
1951
1952
1953
1954
1955
1956
1957
1958
1959
1960
1961
1962
1963
1964
1965
1966
1967
1968
1969
1970
1971
1972
1973
1974
1975
1976
1977
1978
1979
1980

John J. Shea, Frederick A. Figi

Henry B. Orton, Anderson C. Hilding
LeRoy A. Schall, Fletcher D. Woodward
W. Likely Simpson, Lyman G. Richards
William J. McNally, Thomas C. Galloway
J. Mackenzie Brown, Edwin N. Broyles
Claude C. Cody, Daniel S. Cunning
James H. Maxwell, Clyde A. Heatly
Robert L. Goodale, Paul H. Holinger
Henry M. Goodyear, Robert E. Priest
Francis E. LeJeune, Pierre P. Viole
Charles Blassingame, Chevalier L. Jackson
James H. Maxwell, Oliver Van Alyea
Walter Theobald, Anderson C. Hilding
Julius W. McCall, P. E. Ireland

Paul M. Moore, Jerome A. Hilger

Paul M. Holinger, Lester A. Brown

B. Slaughter Fitz-Hugh, Daniel C. Baker
C. E. Munoz-MacCormick, Arthur J. Cracovaner
Lawrence R. Boies, G. Edward Tremble
John F. Daly, Stanton A. Friedberg
DeGraaf Woodman, John Murtagh

Joseph P. Atkins, Stanton A. Friedberg
Robert B. Lewy, Oliver W. Suehs

James A. Harrill, James D. Baxter

Francis L. Weille, Sam H. Sanders
William H. Saunders, Blair Fearon

Joseph H. Ogura, Douglas P. Bryce John A. Kirchner John

S. Lewis, Edwin W. Cocke, Jr

Emanuel M. Skolnik, John T. Dickinson
J. Ryan Chandler, Herbert H. Dedo
John E. Bordley, Lester A. Brown
Albert H. Andrews, Seymour R. Cohen
John Frazer, George A. Sisson
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1981
1982
1983
1984
1985
1986
1987
1988
1989

1879
1882

1912
1918
1919
1920
1933
1935
1939

1912
1912
1932
1933
1935
1939
1948

1879
1883

1936

1947
1952
1955
1960

M. Stuart Strong
John S. Lewis
Gabriel F. Tucker, Jr
Douglas P. Bryce
Loring W. Pratt
Blair Fearon
Seymour R. Cohen
Eugene N. Myers
John B. Snow, Jr.

G. M. Lefferts
D. Bryson Delavan

Harmon Smith

D. Bryson Delavan
J. M. Ingersoll
George M. Coates
William V. Mullin
James A. Babbitt
Charles J. Imperatori

J. Payson Clark
George Fetterolf
William V. Mullin
James A. Babbitt
Charles J. Imperatori
Frederick T. Hill
Gordon F. Harkness
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George M. Coates

Harry P. Schenck
Bernard J. McMahon
Edwin N. Broyles
Francis W. Davison

Vice-Presidents (Presidents-Elect)

1990
1991
1992
1993
1994
1995
1996
1997
1998

John M. Frederickson
William R. Hudson
Byron J. Bailey

H. Bryan Neel, I1I
Paul H. Ward

Robert W. Cantrell
John A. Tucker
Lauren D. Holinger
Gerald B. Healy

Secretaries and Treasurers

1889
1895

1942
1947
1952
1957
1959
1968
1972

1953
1958
1962
1969
1976
1981
1985

1903
1930

C. H. Knight
H. L. Swain

Secretaries

Arthur W. Proetz
Louis H. Clerf
Harry P. Schenck
James H. Maxwell
Lyman G. Richards
Frank D. Lathrop
John F. Daly

Treasurers

Fred W. Dixon
Francis E. LeJeune
Alden H. Miller
Charles M. Norris
Harold G. Tabb
Loring W. Pratt
John M. Fredrickson

Librarians

J. H. Bryan
John F. Barnhill

Librarian and Historian

1944

Librarian, Historian and Editor

1964
1971
1977
1983

LoLouis H. Clerf

F. Johnson Putney

Charles F. Ferguson
Gabriel F. Tucker, Jr

James B. Snow, Jr

1999
2000
2001
2002
2003
2004
2005
2006

1900
1911

1977
1982
1988
1993
1998
2003

1990
1995
1999
2005
2006

1934
1935

1989
1994
1997
2000
2005

Harold C. Pillsbury, III
Stanley M. Shapshay
Gerald S. Berke
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W. Frederick McGuirt, Sr.

Robert H. Ossoff
Robert T. Sataloff
Gayle E. Woodson
MarshatiMivbanshall

P. E. Newcomb
Harmon Smith

William MacL. Trible
Eugene N. Myers

H. Bryan Neel 111
Gerald B. Healy
Robert H. Ossoff
Marvin P. Fried

Robert W. Cantrell
Harold C. Pillsbury, III
Robert T. Sataloff
Allen D. Hillel
Michael S. Benninger

Burt R. Shurly
George M. Coates

Paul H. Ward

Ernest A. Weymuller, Jr
Stanley M. Shapshay
Gayle E. Woodson

C. Gaelyn Garrett



1946
1992
1908
1983
1878
1940
1917
1925
1957
1960
1818
1881
1891
1893
1923
1879
1936
1880
1986
1903
1971
1943
1928
1948
1957
1907
1878
1878

1978
1972
1942
1938
1892
1968
1964
1940
1901
1893
1966
1943
1930
1961
1936
1887
1901
1984
1970
1985
1919
1978
1881
1950
1931
1926
1921

DECEASED FELLOWS
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Dates indicate original election to the Association

Honorary Fellows

Alonso, Justo M., Montevideo, Uruguay
Aschan, Gunnar K., Linkdping, Sweden
Barnhill, John F., Miami Beach, FL
Birkett, Herbert S., Montreal, CN
Bosworth, Francke H., New York, NY
Broyles, Edwin N., Baltimore, MD

Coates, George M., Philadelphia, PA

Clerf, Louis H., St Petersburg, FL

Conley, John J., New York, NY

Daly, John F., Fort Lee, NJ

Dean, Lee Wallace, St Louis, MO

Delavan, D. Bryson, New York, NY

De La Sota y Lastra, Ramon, Seville, Spain
de Roaldes, Arthur W., New Orleans, LA
Fenton, Ralph A., Portland, OR

French, Thomas R., Brooklyn, NY
Galloway, Thomas C., Evanston, IL
Garcia, Manuel, London, ENG

Gould, Wilbur J., New York, NY

Harris, Thomas J., New York, NY
Harrison, Sir Donald F. N., Surrey, England
Hilding, Anderson C., Duluth, MN

Hill, Frederick T., Waterville, ME
Holinger, Paul H., Chicago, IL

Huizinga, Eelco, Groningen, the Netherlands
Jackson, Chevalier, Schwenksville, PA
Johnston, Samuel, Baltimore, MD

Lefferts, George Morewood, Katonah, NY

1914
1918
1933
1883
1881
1910
1904
1910
1937
1930
1818
1957
1906
1937
1924
1957
1932
1909
1878
1973
1889
1914
1903
1914
1948
1951
1890

Corresponding Fellows

Arauz, Juan Carlos, Buenos Aires, Argentina
Arslan, Michele, Padua, Italy

Batson, Oscar V., Philadelphia, PA

Blair, Vilray P., St Louis, MO

Browne, Lennox, London, England
Cawthorne, Sir Terence, London, England
Cleves, Carlos, Bogota, Colombia

Colledge, Lionel, London, England

Collier, Mayo, Kearsney Abbey, Kent, England
Desvernine, Carlos M., Havana, Cuba
Dohlman, Gosta, East Bradenton, FL
Eggston, Andrew A., New York, NY
Emerson, Francis P., Franklin, MA
Faaborg-Anderson, Kund, Nykobing, Denmark
Fraser, John S., Edinburgh,UK

Gougenheim, A., Paris, France

Grant, Sir James Dundas, London, England
Holden, Edgar, Newark, NJ

Hutcheon, Jack R., Brisbane, Australia
Inouye, Tetsuzo, Saitama, Japan

Kelly, Adam Brown, Helensburgh, Scotland
Kleinsasser, Oskar, Marburg, Germany
Labus, Carlo, Milan, Italy

Larsell, Olof, Portland, OR

LaSagna, Francesco, Parma, Italy

Law, Frederick M., New York

LeMaitre, Ferdinand, Paris

1902
1897
1970
1896
1894
1903
1920
1919
1880
1896
1950
1919
1941
1971
1919
1894
1924
1896
1946
1940
1881
1913
1936
1880
1901
1894

Levy, Robert, Denver, CO

Lewis, Fielding O., Media, PA

Lierle, Dean M., Iowa City, IA
Mackenzie, John N., Baltimore, MD
Mackenzie, Sir Morell, London, ENG
Masser, Ferdinand, Naples, Italy
Mosher, Harris P., Marblehead, MA
Moure, J. J. E., Bordeaux, France
Nager, F. R., Zurich, Switzerland
Negus, Sir Victor E., London, ENG
Oliver, H. K., Boston, MA

Ono, Jo, Tokyo, Japan

Pierce, Norval Harvey, San Diego, CA
Portmann, Georges, Bordeaux, France
Proetz, Arthur C., St Louis, MO
Ruedi, Luzius, Zurich, Switzerland
Schall, LeRoy A., Boston, MA
Semon, Sir Felix, Great Missenden, England
Solis-Cohen, J., Philadelphia, PA
Som, Max L., New York, NY

Swain, Henry L., New Haven, CT
Thomson, Sir St Clair, London, ENG
Tilley, Herbert, London, ENG
Wagner, Clinton, New York, NY
Williams, Henry L., Rochester, MN
Woodman, DeGraaf, New York, NY
Wright, Jonathan, Pleasantville, NY

Lermoyez, Marcel, Paris, France

Luc, H., Paris, France

Macbeth, Ronald G., Oxford, England
MacDonald, Greville, Haslemere, England
Maclntyre, John, Glasgow, Scotland
McBride, P., York, England

McKenzie, Dan, London, England
McKernon, James F., New Canaan, CT
Meyer, Wilhelm, Copenhagen, Denmark
Mygind, Holger, Copenhagen, Denmark
Neil, James Hardie, Auckland, New Zealand
Paterson, Donald Rose, Cardiff, Wales
Patterson, Norman, Herts, England

Rethi, Aurelius, Budapest, Hungary
Rogers, John, Jr, New York, NY

Sajous, C. E. DeM., Philadelphia, PA
Schaefer, J. Parson, Philadelphia, PA
Schmiegelow, Ernst, Copenhagen, Denmark
Segura, Eliseo, Buenos Aires, Argentina
Soto, E. Fernandez, Havana, Cuba
Thornton, Pugin, London, England
Turner, A. Logan, Edinburgh, UK

Vialle, Jacques, Nice, France

Whistler, W. McNeil, London, England
Wingrave, Wyatt, Lyme Regis, England
Wolfenden, R. Norric, Kent, England



1962
1936
1923
1915
1944
1928
1921
1944
1955
1941
1901
1955
1891
1913
1930
1945
1942
1959
1897
1968
1899
1939
1964
1905
1957
1893
1959
1937
1941
1913
1951
1882
1966
1968
1941
1947
1952
1892
1964
1963
1930
1955
1922
1933
1905
1956
1932
1940
1928
1880
1959
1922
1898
1940
1965
1932
1906
1917
1950
1970
1905
1965
1940
1896

Deceased Fellows

Emeritus Fellows

Armold, Godfrey E., Clinton, MS
Ballenger, Howard C., Winnetka, IL
Barlow, Roy A., Nova Scotia, Canada
Barnes, Harry Aldrich, Kingston, MA
Beatty, Hugh G., Columbus, OH

Beck, Joseph C., Chicago, IL

Berry, Gordon, Worcester, MA

Boies, Lawrence R., Minneapolis, MN
Bordley, John E., Baltimore, MD
Bowers, Wesley C., New York, NY
Brown, J. Price, Toronto, Canada
Brown, Lester A., Atlanta. GA

Bryan, Joseph H., Washington, DC
Butler, Ralph, Philadelphia, PA
Campbell, Edward H., Philadelphia, PA
Campbell, Paul A., San Antonio, TX
Canfield, Norton, Miami, FL

Cardwell, Edgar P., Newark, NJ

Clark, J. Payson, Boston, MA
Chandler, J. Ryan, Miami, FL

Cobb, Frederick C., Bradenton, FL
Cody, Claude C., Jr, Houston, TX
Cody, Claude C. 111, Houston, TX
Coffin, Lewis A., New York, NY
Converse, John Marquis, New York, NY
Coolidge, Algernon, Boston, MA
Cracovaner, Arthur J., New York, NY
Crowe, Samuel H., Baltimore, MD
Cunning, Daniel S., New York, NY
Dabney, Virginia, Washington, DC
Davison, Francis W., Danville, PA

De Blois, Thomas Amory, Boston, MA
Devine, Kenneth, Rochester, MN
DeWeese, David D., Portland, OR
Dixon, Fred W., Shaker Heights, OH
Eagle, Watt W., New Bern, NC

Erich, John B., Rochester, MN

Farlow, John W., Boston, MA

Fearon, Blair W., Don Mills, Canada
Ferguson, Charles F., Sarasota, FL
Figi, Frederick A., Rochester, MN
Fitz-Hugh, G. Slaughter, Charlottesville, VA
Forbes, Henry H., New York, NY
Foster, John H., Houston, TX

Freer, Otto T., Chicago, IL

Friedberg, Stanton A., Chicago, IL
Furstenberg, Albert C., Ann Arbor, MI
Gatewood, E. Trible, Richmond, VA
Gittins, Thomas R., Sioux City, [A
Gleitsmann, Joseph W., New York, NY
Goldman, Joseph L., New York, NY
Goldsmith, Perry G., Toronto, Canada
Goodale, Joseph L., Ipswich, MA
Goodale, Robert L., Ipswich, MA
Goodyear, Henry M., Cincinnati, OH
Graham, Harrington B., San Francisco, CA
Greene, D. Crosby, Jr, Boston, MA
Greene, Joseph B., Asheville, NC

Hall, Colby, Encino, CA

Halliday, Sir George C., Sydney, Australia
Halsted, Thomas H., Los Angeles, CA
Hanckel, Richard W., Jr, Florence, SC
Hansel, French K., St Louis, MO
Hardie, Thomas Melville, Chicago, IL

1960
1959
1915
1944
1942
1959
1955
1888
1944
1895
1930
1927
1919
1920
1904
1952
1928
1939
1942
1918
1921
1965
1929
1950
1885
1939
1963
1939
1894
1961
1922
1943
1949
1976
1973
1927
1928
1886
1928
1941
1896
1952
1951
1939
1943
1963
1951
1923
1933
1931
1952
1965
1964
1954
1957
1953
1939
1927
1901
1937
1922
1923
1958
1903
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Harris, Herbert H., Houston, TX

Hart, Verling K., Charlotte, NC
Hastings, Hill, Los Angeles, CA
Havens, Fred Z., Rochester, MN
Heatley, Clyde A., Rochester, NY
Henry, G. Arnold, Lagoon City, Canada
Jerome A. Hilger, St. Paul, MN
Hinkel, Frank Whitehill, Buffalo, NY
Hoople, Gordon D., Syracuse, NY
Hopkins, Frederick E., Springfield, MA
Houser, Karl M., Ardmore, PA
Hubbard, Thomas, Toledo, OH

Hurd, Lee Maidment, Rowayton, CT
Imperatori, Charles J., Essex, NY
Ingersoll, John Marvin, Miami, FL
Ireland, Percy E., Toronto, Canada
Jarvis, DeForest C., Barre, VT
Johnston, William H., Santa Barbara, CA
Kelly, Joseph D., New York, NY
Kenyon, Elmer L., Chicago, IL

Kernan, John D., New York, NY

King, James T., Atlanta, GA

Kistner, Frank B., Portland, OR

Kline, Oram R., Woodbury Heights, NJ
Knight, Charles H., New York, NY
Large, Secord H., Cleveland, OH
Lathrop, Frank D., Pittsford, VT
LeJeune, Francis E., New Orleans, LA
Leland, George A., Boston, MA

Lewy, Robert B., Chicago, IL

Lillie, Harold I., Rochester, MN
Lincoln, William R., Cleveland, OH
Lindsay, John R., Evanston, IL
Lingeman, Raleigh E., Indianapolis, IN
Loré, John M., Buffalo, New York, NY
Lukens, Robert M., Wildwood Crest, NJ
Lyman, Harry Webster, St Louis, MO
MacCoy, Alexander W., Philadelphia, PA
MacPherson, Duncan, New York, NY
Martin, Robert C., San Francisco, CA
Mayer, Emil, New York, NY

McCall, Julius W., Shaker Heights, OH
McCart, Howard W. D., Toronto, Canada
McCaskey, Carl H., Indianapolis, IN
McCullagh, Samuel, New York, NY
McGovern, Francis H., Danville, VA
McHenry, Lawrence C., Oklahoma City, OK
McKinney, Richmond, Memphis, TN
McMahon, Bernard J., St Louis, MO
McNally, William J., Montreal, Canada
Miller, Alden H., Glendale, CA

Miller, Daniel, Boston, MA
Montgomery, William W., Boston, MA
Moore, Paul McN., Delray Beach, FL
Munoz-MacCormick, Carlos E., Santurce, PR
Murtagh, John A., Hanover, NH

Myers, John L., Kansas City, MO
Myerson, Mervin C., New York, NY
Myles, Robert C., New York, NY
Nash, C. Stewart, Rochester, NY

New, Gordon B., Rochester, MN
Newhart, Horace, Minneapolis, MN
O’Keefe, John J., Philadelphia, PA
Packard, Francis R., Philadelphia, PA



1961
1961
1948
1878
1942
1951
2004
1951
1963
1903
1897
1884
1905
1956
1878
1938
1959
1921
1934
1923
1930
1907
1958
1937
2006

2006
1958
1880
1969
1917
1879
1942
1958
1923
1906
1880
1949
1904
1924
1938
1893
1951
1895
1932
1892
1933
1915
1934
1924
1889
1883
1917
1882
1896
1902
1913
1918
1880
1878
1880
1878
1941
1926
1901
1969
1878

Pang, Lup Q., Honolulu, HI

Pastore, Peter N., Richmond, VA
Phelps, Kenneth A., Burlington, NC
Porter, William, Ocean Springs, MA
Potts, John B., Omaha, NE

Priest, Robert E., Edina, MN
Putney, F. Johnson, Charleston, SC
Rawlins, Aubrey G., San Francisco, CA
Reed, George F., Syracuse, NY
Renner, W. Scott, Buffalo, NY
Rhodes, John Edwin, Chicago, IL
Rice, Clarence C., New York, NY
Richards, George L., South Yarmouth, MA
Richardson, John R., Searsport, ME
Robinson, Beverly, New York, NY
Salinger, Samuel, Palm Springs, CA
Sanders, Sam H., Memphis, TN
Sauer, William E., St Louis, MO
Schenck, Harry P., Philadelphia, PA
Sewall, Edward C., Palo Alto, CA
Seydell, Ernest M., Wichita, KS
Shambaugh, George E., Chicago, IL

Simonton, Kinsey Macleod, Ponte Vedra Beach, FL

Simpson, W. Likely, Memphis, TN
Sisson, George, Chicago, IL

1987
1950
1908
2004
1954
1923
1963
1947
1954
1927
1963
1950
1925
1943
1941
1892
1892
1948
1922
1939
1905
1935
1953

Active Fellows

Adams, George L., Excelsior, MN
Alfaro, Victor R., Washington, DC
Allen, Harrison, Philadelphia, PA
Andrews, Albert H., Jr, Chicago, IL
Arrowsmith, Hubert, Brooklyn, NY
Asch, Morris J., New York, NY
Ashley, Rae E., San Francisco, CA
Atkins, Joseph P., Philadelphia, PA
Babbitt, James A., Philadelphia, PA
Ballenger, William L., Chicago, IL
Bean, C. E., St Paul, MN

Beck, August L., New Rochelle, NY
Berens, T. Passmore, New York, NY
Bigelow, Nolton, Providence, RI
Blassingame, Charles D., Memphis, TN
Bliss, Arthur Ames, Philadelphia, PA
Boyden, Guy L., Portland, OR

Boylan, J. E., Cincinnati, OH

Brown, John Mackenzie, Los Angeles, CA
Brown, Moreau R., Chicago, IL
Buckley, Robert E., New York, NY
Canfield, R. Bishop, Ann Arbor, MI
Carmack, John Walter, Indianapolis, IN
Carmody, Thomas E., Denver, CO
Casselberry, William E., Chicago, IL
Chamberlain, C. W., Hartford, CT
Chamberlin, William B., Cleveland, OH
Chapman, S. Hartwell, New Haven, CT
Chappell, W. F., New York, NY
Coakley, Cornelius G., New York, NY
Coffin, Rockwell C., Boston, MA

Cox, Gerald H., New York, NY
Cushing, E. W., Boston, MA

Cutter, Ephraim, West Falmouth, MA
Daly, W. H., Pittsburgh, PA

Davis, F. H., Chicago, IL

Davis, Warren B., Philadelphia, PA
Dennis, Frank Lownes, Colorado Springs, CO
Dickerman, E. T., Chicago, IL
Dickinson, John T., Pittsburgh, PA
Donaldson, Frank, Baltimore, MA

1954
1935
1919
1914
1901
1917
1897
1940
1909
1907
1940
1878
1913
2001
1905
1934
1995
1988
1933
1957
1878
1945
1879
1907
1882
1893
1938
1939
1901
1925
1878
1882
1938
1880
1878
1879
1960
1961
1944
1979
1964
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Skolnik, Emanuel M., Chicago, IL
Smith, Austin T., Philadelphia, PA
Smith, Harmon, New York, NY
Soboroff, Burton, Chicago, IL

Sooy, Francis A., San Francisco, CA
Spencer, Frank R., Boulder, CO

Tabb, Harold C., New Orleans, LA
Theobald, Walter H., Chicago, IL
Thornell, William C., Cincinnati, OH
Tobey, Harold G., Boston, MA

Tolan, John F., Seattle, WA

Tremble, G. Edward, Montreal, Canada
Tucker, Gabriel, Haverford, PA

Van Alyea, Oliver E., Chicago, IL
Viol¢, Pierre, Los Angeles, CA
Wagner, Henry L., San Francisco, CA
Watson, Arthur W., Philadelphia, PA
Whalen, Edward J., Hartford, CT
White, Francis W., New York, NY
Wilson, J. Gordon, Old Bennington, VT
Wood, George B. Wynnewood, PA
Woodward, Fletcher D., Charlottesville, VA
Work, Walter, Green Valley, AZ

Equen, Murdock S., Atlanta, GA
Eves, Curtis C., Philadelphia, PA
Faulkner, E. Ross, New York, NY
Fetterolf, George, Philadelphia, PA
Freeman, Walter J., Philadelphia, PA
Friedberg, Stanton A., Chicago, IL
Frothingham, Richard, New York, NY
Fuchs, Valentine H., New Orleans, LA
Getchell, Albert C., Worcester, MA
Gibb, Joseph S., Philadelphia, PA
Gill, William D., San Antonio, TX
Glasgow, William Carr, St Louis, MO
Goldstein, Max A., St Louis, MO
Gray, Steven D., Salt Lake City, UT
Grayson, Charles P., Philadelphia, PA
Grove, William E., Milwaukee, W1
Gussack, Gerald S., Atlanta, GA
Hanson, David G., Chicago, IL
Harkness, Gordon F., Davenport, IA
Harrill, James A., Winston-Salem, NC
Hartman, J. H., Baltimore, MD
Hickey, Harold L., Denver, CO
Holden, Edgar, Newark, NJ

Holmes, Christian R., Cincinnati, OH
Hooper, Franklin H., Boston, MA
Hope, George B., New York, NY
Hourn, George E., St Louis, MO
Hunt, Westley Marshall, New York, NY
Hyatt, Frank, Washington, DC
Iglauer, Samuel, Cincinnati, OH
Ingals, E. Fletcher, Chicago, IL

Ives, Frank L., New York, NY
Jackson, Chevalier L., Philadelphia, PA
Jarvis, William C., New York, NY
Johnson, Hosmer A., Chicago, IL
Johnson, Woolsey, New York, NY
Johnston, Kenneth C., Chicago, IL
Jones, Edley H., Vicksburg, MS
Jones, Marvin F., New York, NY
Kealhofer, R. H., St Louis, MO

Keim, W. Franklin, Montclair, NJ



1942
1901
1878
1965
1898
1880
1953
1878
1911
1913
1897
1935
1888
1919
1952
1915
1914
1881
1898
1948
1879
1927
1936
1913
1945
1885
1954
1958
1881
1950
1940
1886
1925
1914
1892
1881
1893
1895
1961
1927
1894
1892
1927
1954
1908
1882
1934
1902
1930
1945
1953
1881

Deceased Fellows

Active Fellows

King, Edward D., North Hollywood, CA
King, Gordon, New Orleans, LA
Knight, Frederick Irving, Boston, MA
Knight, John S., Kansas City, MO
Kyle, D. Braden, Philadelphia, PA
Langmaid, Samuel W., Boston, MA
Lederer, Francis L., Chicago, IL
Lincoln, Rufus P., New York, NY
Lockard, Lorenzo B., Denver, CO
Loeb, Hanau W., St Louis, MO

Logan, James E., Kansas City, MO
Looper, Edward A., Baltimore, MD
Lowman, John H., Cleveland, OH
Lynah, Henry L., New York, NY
Lynch, Mercer G., New Orleans, LA
Lynch, Robert Clyde, New Orleans, LA
Mackenty, John E., New York, NY
Major, G. W., Montreal, Canada
Makuen, G. Hudson, Philadelphia, PA
Maxwell, James H., Ann Arbor, MI
McBurney, Charles, New York, NY
McGinnis, Edwin, Chicago, IL
McGregor, Gregor, Toronto, Canada
McKimmie, O. A., Washington, DC
McLaurin, John G., Dallas, TX
McSherry, Clinton 11, Baltimore, MD
Meltzer, Philip E., Boston, MA
Montreuil, Fernand, Montreal, Canada
Morgan, E. C., Washington, DC
Morrison, Lewis F., San Francisco, CA
Morrison, William W., New York, NY
Mulhall, J. C., St Louis, MO

Mullin, William V., Cleveland, OH
Munger, Carl E., Waterbury, CT
Murray, T. Morris, Washington, DC
Mynter, H., Buffalo, NY

Newcomb, James E., New York, NY
Nichols, J. E. H., New York, NY
Ogura, Joseph H., St Louis, MO

Orton, Henry B., Newark, NJ

Park, William H., New York, NY
Porcher, W. Peyre, Charleston, SC
Porter, Charles T., Boston, MA
Pressman, Joel J., Los Angeles, LA
Randall, B. Alexander, Philadelphia, PA
Rankin, D. N., Allegheny, PA
Richards, Lyman G., Wellesley Hills, MA
Richardson, Charles W., Washington, DC
Ridpath, Robert E., Philadelphia, PA
Robb, James M., Detroit, MI

Roberts, Sam E., Kansas City, MO
Robertson, J. M., Detroit, MI

1879
1948
1922
1939
1935
1953
1913
1878
1879
1928
1893
1909
1878
1959
1892
1919
1909
1879
1932
1928
1911
1924
1934
1934
1879
1924
1903
1899
1892
1937
1967
1925
1970
1938
1888
1936
1954
1933
1896
1879
1886
1924
1924
1953
1939
1942
1922
1896
1940
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Roe, John O., Rochester, NY

Whalen, Edward J., Hartford, CT
White, Francis W., New York, NY
Wilson, J. Gordon, Old Bennington, VT
Woodward, Fletcher D., Charlottesville, VA
Work, Walter, Green Valley, AZ

Roy, Dunbar, Atlanta, GA

Rumbold, T. F., St Louis, MO

Seiler, Carl, Philadelphia, PA

Shea, John Joseph, Memphis, TN
Shields, Charles M., Richmond, PA
Shurly, Burt R., Detroit, MI

Shurly, E. L., Detroit, MI

Silcox, Louis E., Punta Gorda, FL
Simpson, William Kelly, New York, NY
Skillern, Ross H., Philadelphia, PA
Sluder, Greenfield, St Louis, MO
Smith, Andrew H., Geneva, NY

Smyth, Duncan Campbell, Boston, MA
Sonnenschein, Robert, Chicago, IL
Staut, George C., Philadelphia, PA
Stein, Otto J., Chicago, IL

Stevenson, Walter, Quincy, IL

Suehs, Oliver W., Austin, TX

Tauber, Bernhard, Cincinnati, OH
Taylor, Hermon Marshall, Jacksonville, FL
Theisen, Clement F., Albany, NY
Thorner, Max, Cincinnati, OH
Thrasher, Allen B., Cincinnati, OH
Tobey, George L., Jr, Boston, MA
Trible, William M., Washington, DC
Tucker, Gabriel F., Sr, Philadelphia, PA
Tucker, Gabriel F., Jr, Chicago, IL

Vail, Harris H., Cincinnati, OH

Van der Poel, S. O., New York, NY
Voislawsky, Antonie P., New York, NY
Walsh, Theodore E., St Louis, MO
Wanamaker, Allison T., Seattle, WA
Ward, Marshall R., Pittsburgh, PA
Ward, Whitfield, New York

Westbrook, Benjamin R., Brooklyn, NY
Wherry, William P., Omaha, NE

White, Leon E., Boston, MA
Wilderson, William W., Nashville, TN
Williams, Horace J., Philadelphia, PA
Wishart, D. E. Staunton, Toronto, Canada
Wishart, David J. G., Toronto, Canada
Wollen, Green V., Indianapolis, IN
Wood, V. Visscher, St Louis, MO



Year
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1994

1974

1984

2001

2006

1999

1993

2007

1977
1987
1984
1994
1994

1985

2006

1994

1993

1992

1988
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ROSTER OF FELLOWS - 2007
Date indicates year admitted to active fellowship.

Active Fellows - 129

Abemayor, Elliot, M.D., Univ of California,
L.A. Rm. 62-132 CHS, 10833 Le Conte
Ave., Los Angeles CA 90095-1624

Alford, Bobby R., M.D., Baylor College of
Medicine, One Baylor Plaza, #NA 102,
Houston TX 77030-3498

Applebaum, Edward L., M.D., Dept. of
Otolaryngology-Head and Neck Surgery,
Northwestern %niversity Feinberg School of
Medicine, 303 E. Chicago Avenue, Searle
12-561, Chicago, IL 60611

Aviv, Jonathan, M.D., Dept of
Otolaryngology, New York Presbyterian
Hospital, 180 Ft. Washington Ave., Suite
736, New York NY 1003

Altman, Kenneth W., M.D., Ph.D., Dept of
Otolaryngology, Mt. Sinai School of
Medicine, One Gustave L. Levy Pl., Box
1189 New York, NY 10029

Benninger, Michael S., M.D., Dept. of
Otolaryngology, Henry Ford Hospital, 2799
West Grand BK/d., Detroit MI 48202-2689
Berke, Gerald S., M.D., Div. of
Otolaryngology - Head & Neck Surgery,
UCLA School of Med., 10833 Le Conte,
Los Angeles CA 90095-0001

Bielamowicz, Steven, M.D., Dept. of
Otolaryngology, Washington University
Hospital, 215% Pennsylvania Ave. NE.,
Suite 6-301, Washington, DC 20037
Blaugrund, Stanley M., M.D., 115 East 61st
Street, New York NY 10021

Blitzer, Andrew, M.D., D.D.S., 425 W. 59th
St., 10th F1., New York NY 10019

Bone, Robert C., M.D., 10666 No. Torrey
Pines Road, La Jolla CA 92037
Broniatowski, Michael, M.D., 2351 East
22nd St., Cleveland OH 44115

Caldarelli, David D., M.D., Dept. of
Otolaryngology, Rush Presbyterian St.
Luke’s Medical Center, 1653 West Congress
Parkway, Chicago IL 60612

Canalis, Rinaldo F., M.D., 457 15th St.,
Santa Monica CA 90402

Carrau, Ricardo L, M.D., EEI, Dept of
Otolaryngology, 200 Lothrop St., Ste 500,
Pittsburgh, PA 15213

Cassisi, Nicholas J., D.D.S., M.D., Health
Sciences Center, P.O. Box 100264,
Gainesville FL 32610-0264

Close, Lanny G., M.D., Dept. of
Otolaryngology, Columbia University, 622
W 168th Street, New York NY 10032-3702
Cotton, Robin T., M.D., Dept. of Pediatric
Oto and Maxillofacial Surgery, Children’s
Hospital Med. Ctr. ASB-3, 3333 Burnet
Ave., Cincinnati OH 45229-2899
Coulthard, Stanley W., M.D., 1980 W.
Hospital Dr., Ste. 111, Tucson AZ 85704

2002

1984

1980

1973

1995

2003

2002

1996

2003

1982

1995

1990

1989

1995

2002

Courey, Mark S., M.D., UCSF Voim?1 &
Swallowing Center, 2330 Post St., 5 Floor,
San Francisco, CA 94115
Crumley, Roger L., M.D., M.B.A., Head &
Neck Surgery, UC Irvine Medical Center,
101 City Drive South, Bldg. 25, Orange CA
92868
Cummings, Charles W., M.D., Dept. of
Otolaryngology—Head and Neck Surgery,
Johns Hopkins School of Medicine, 601 N.
Caroline St., Baltimore MD 21287
Dedo, Herbert H., M.D., Dept. of
Otolaryngology, Univ of California Med.
Ctr., 350 Parnassus Avenue, Suite 501, San
Francisco CA 94117
Donald, Paul J., M.D., Dept. of
Otolaryngology, Univ of California Davis,
gg%bStockton Boulevard, Sacramento CA
Donovan, Donald T., M.D., Baylor College
of Medicine, One Baylor Plaza, SM 1727,
Houston TX 77005
8ra%<e, Am(flia F., M.(]i)(.g,LDiv. kog

tola; ology—Hea Neck Surgery,
UNC ?élhgool %¥ Medicine CB #70’%0,1’}6]10
Burnett-Womack Bldg., Chapel Hill NC
27599-7070
Duncavage, James A., M.D., VUMC Dept.
of Otolaryngology, 7209 Medical Center
gg(s)t2 — South Tower, Nashville TN 37232-
Eisele, David W., M.D., Dept. of
Otolaryngology- Head & Neck Surgery,
Univ of California San Francisco, 400
Parnassus Ave., Suite A730, San Francisco,
CA 94143-0342
léee,l Willar(li E. Jr, MdD&, Div l?fS

tolaryngology —Hea Neck Surgery,
Stanfoi’(ril%ni\%eyrsity Medical Center% ,rg75
Blake Wilbune Dr., CC-2227, Stanford CA
94305
Fisher, Samuel R., M.D., Dept of
Otolaryngology, Duke University Medical
Center, P O Box 3805, Durham NC 27710
Ford, Charles N., M.D., UW-CSC, H4/320,
600 Highland Avenue, Madison WI 53792
Fried, Marvin P., M.D., Montefiore Med
Ctr., Green Med Arts Pavilion, 3400
]232(i)r‘1‘bridge Ave., 3rd F1., Bronx NY 10467-
Friedman, Ellen M., M.D., Dept. of
Otolaryngology, Texas Children’s Hospital,
6621 Fannin Street, Houston TX 7703
Garrett, C. Gaelyn, M.D., VUMC Dept. of
Otolaryngology, 7302 MCE South,
Nashville TN 217232-8783



1991

1999

1985

2000

1985

1991

1998

1983

1997

1998

2007

1986

1994

1998

1996

1983

1990

2002

1998

1999

Gluckman, Jack L., M.D., Dept. of
Otolaryngology and Maxillofacial Surgery,
Univ of Cincinnati Medical Center, 231
Bethesda Avenue #0528, Cincinnati OH
45267-0528
Goding, George S. Jr., M.D., Dept. of
Otolaryngology—HNS, Hennepin County
Medical Center, 701 Park Ave., Minneapolis
MN 55414
Goode, Richard L., M.D., Dept. of OTO,
R135, Stanford Univ Med Ctr., 300 Pasteur
Dr., Palo Alto CA 94304
Goodwin, W. Jarrard Jr., M.D., 9841 W.
Suburban Dr., Miami FL 33156
Gross, Charles W., M.D., Dept. of
Otolaryngology, Univ of Virginia Health
Sciences Center, PO Box 800713,
Charlottesville VA 22908
Gullane, Patrick J., M.D., Toronto General
Hospital, 200 Elizabeth Street EN 7-242,
Toronto, Ontario M5G 2C4, CANADA
Har-El, Gady, M.D., Division of HHS, Long
Island College Hospital, 134 Atlantic Ave.,
Brooklyn, NY 11201
Healy, Gerald B., M.D., Children’s Hospital,
300 Longwood Ave., #5, Boston MA
02115-5747
Herzon, Fred S., M.D., Dept of
Otolaryngology, Univ. of New Mexico,
2‘2‘%% Lomas NE, Albuquerque NM 87131-
5
Hillel, Allen D., M.D., Univ of Washington,
Dept. of Otolaryngology, Box 356515,
Seattle, WA 98195
Hoffman, Henry T. M.D., Dept. of
Otolaryngology, University of lowa
Hospitals and Clinics, 200 Hawkins Drive.,
Iowa City, IA 52242
Holinger, Lauren D., M.D., Dept. of -
Otolaryngology, Children’s Memorial
Hospital, 2300, Children’s Plaza, Box 25,
Chicago IL 60614
Holt, G. Richard, M.D., Dept. of OTO, Univ
of TX — San Antonio, 7703 Floyd Curl Dr.,
MC7777, San Antonio, TX 78258
Hoover, Larry A., M.D., Dept. of OTO,
Univ of KS ?(]:hool of Med gtr., 3901
%{;é%bow Blvd., Kansas City KS 66160-
Jafek, Bruce, M.D., Dept. of
Otolaryngology, Univ of Colorado, School
of Medicine, 4200 East 9th Ave, B-205,
Denver CO 80220
Johns, Michael E., M.D., Emory University,
WHSCAB Suite 400, 1440 Clifton Rd NE,
Atlanta GA 30322
Johnson, Jonas T., M.D., Dept. of
Otolaryngology, Eye & Ear Hospital, Suite
?0(2),1 %00 othrop Street, Pittsburgh PA

5
Kean, William M., M.D., Dept of
Otolaryngology, 925 Chestnut St., 6th FI.,
Philadelphia PA 19107
Kelly, James H., M.D., Greater Baltimore
Med Ctr., 6635 N. Charles St., Rm. 250,
Baltimore, MD 21204
Kennedy, David W., M.D., Univ of
Pennsylvania Medical Center, 3400 Spruce
St., Philadelphia, PA 19104-4274

2000
1993
1991

2006

1979

1981

1988

2000

1987

1996

1987

1996

1988
1996

1989

1996

1990

1993

2007

1997

1987

1986

1979

78

Kennedy, Thomas L., M.D., 100 N. Academy
Ave, Danville PA 17822

Komisar, Arnold, M.D., D.D.S., 1317 Third
Avenue, 8th Floor, New York NY 10021
Koufman, Jamie A., M.D., Voice Institute of
New York, 9 West 67" Street (CPW), New
York, NY 10023

Kraus, Dennis H., M.D., Memorial Sloan-
Kettering Cancer Center, 1275 York Ave.,
New York, NY 10021

Krause, Charles J., M.D., 880 Sea Dune Lane,
Marco Island, FL 34145-1840

Lawson, William, M.D., Dept. of
Otolaryngology, Mount Sinai School of
Medicine, One Gustave L. Levy Place, New
York NY 10029

Levine, Howard L., M.D., 5555 Transportation
Blvd., Cleveland OH 44125

Levine, Paul A., M.D., Univ of Virginia
Health Systems, Dept. of OTO, MC #800713,
Rm. 277%, Charlottesville VA 22908
Lucente, Frank E., M.D., Dept. of
Otolaryngology, LonF Island College Hosp.,
339 Hicks St., Brooklyn NY 11201

Lusk, Rodney P., M.D., Dept. of
Otolaryngology, Boys Town Natihonal
Research Hospital, 555 North 30" St, Omaha,
NE 68131

Maisel, Robert H., M.D., 8721 Westmoreland
Lane, Minneapolis MN 55426

Maragos, Nicholas E., M.D., Mayo Clinic, 200
First St. SW, Rochester MN 55905

Mathog, Robert H., M.D., 27117 Wellington
Rd., Franklin MI 48025

Maves. Michael D., M.D., MBA, American
Medical Association, 615 N. State St.,
Chicago, IL 60610

McCa%frey. Thomas V., M.D., Ph.D., Dept of
Otolaryngology-HNS, Univ. of S. Florida,
%%g(l)% Magnolia Dr., Ste. 3057, Tampa FL
McGill, Trevor J.I., M.D., CHMC
Otolaryngologic Foundation, Inc., 300
Longwood Ave., Boston, MD 02115
McGuirt, W. Frederick Sr., M.D., Department
of Otolaryngology, Wake Forest School of
Med, Med Ctr. BK/d, Winston-Salem NC
27157-1034

Medina, Jésus E., M.D., F.A.C.S., Dept. of
Otorhinolaryngology, The University of
Oklahoma, PS. Box 26901, WP IZgO
Oklahoma City OK 73190-3048

Merati, Albert L. M.D., Div. of
Otolaryngolo§ , Medical College of
Wisconsin, 9 gO W. Wisconsin Ave.,
Milwaukee, WI 53226

Metson, Ralph, M.D., Zero Emerson Place,
Boston MA 02114

Miller, Robert H., M.D., 5615 Kirby Drive,
Suite 600, Houston, TX 77005

Morrison, Murray D., M.D., 4th Floor Willow
Pavilion, Vancouver General Hospital, 805 W.
12th Street, Vancouver, BC, V5Z 1M9
CANADA

Myers, Eugene N., M.D., Univ of Pittsburgh
School of Med., Eye and Ear Institute, Ste.
500, 230 Lothrop St., Pittsburgh, PA 15212



2007

1981
1994

1980
1986

1995

2005

1990

1990

2004

1988

1999

1998
1989

1997

1995

1985

1992

1995

Myssiorek, David M.D., University of
Pittsburgh School of Medicine, Eye & Ear
Institute, Suite 500, 230 Lothrop St.,
Pittsburgh. PA 15212-2598

Neel, H. Bryan III, M.D., Ph.D., 828 Eighth
St., SW, Rochester MN 55905-6310
Netterville, James L., M.D., VUMC Dept of
Otolaryngology, 7209 MCE South,
Nashville TN 3, 232-8605

Nichols, Richard D., M.D., 12801 Grand
Transverse Dr., Dade City, FL 33525-8231
Noyek, Arnold M., M.D., Dept. of
Otolaryngology, Mount Sinai Hospital, 600
University Avenue, Suite 401, Toronto,
Ontario, M5G 1X5, CANADA

Olsen, Kerry D., M.D., Dept. of
Otolaryngology, Mayo Medical Center, 200
First Street SW, Rochester MN 55905-0001
O’Malley, Bert W., M.D., Dept of
Otolaryngology, Univ. of Pennsylvania
Health System, 3400 Spruce Street, 5
Ravdin, Philadelphia, PA 19104
Osguthorpe, John D., M.D., Dept. of
Otolaryngology and Communicative
Sciences, Med Univ. of SC, St. Francis
Annex, Rm. 207, 150 Ashley Ave.,
Charleston SC 29401

Ossoff, Robert H., D.M.D., M.D., VUMC
Dept. of Otolaryngology, 7302 MCE South,
Nashville TN 37232-8783

Paniello, Randal C., M.D., Dept of
Otolar?ln§olog , Washington University
School o Med}ilcine, 660 S. Euclid, Campus
Box 8115, St. Louis MO 63110

Panje, William R., M.D., University Head &
Neck Associates, Rush Presbyterian St.
Luke’s Med Ctr., 1725 West Harrison
Street, Suite 340, Chicago IL 60612

Parnes, Steven M., M.D., Div. of
Otolaryngology, Albany Med. Ctr., MC 41,
‘3‘471 11\21(:w cotland Ave., Albany, NY 12208-

Persky, Mark S., M.D., Beth Isracl Med
Ctr., 10 Union Sq E, New York NY 10003
Pillsbury, Harold C. III, M.D., Div. of
Otolaryngolo%fHead & Neck Surgery,
UNC-Chapel Hill, CB #7070, 1115
Bioinformatics Bldg, Chapel Hill NC
27599-7070

Potsic, William P., M.D., Div. of
Otolaryngology, The Children’s Hospital of
Philadelphia, 34th Street & Civic Center
Blvd., Philadelphia PA 19104

Reilly, James S., M.D., Dept. of
Otolaryngology, Nemours-duPont Hospital
for Children, 1600 Rockland Road, PO Box
269, Wilmington DE 19899

Rice, Dale H. M.D., Ph.D., Univ. of
Southern California, Health Consultation
Center II, 1510 San Pablo St., Ste. 4600, Los
Angeles CA 90033

Richtsmeier, William J., M.D., Ph.D.,
Bassett Healthcare, 1 Atwell Rd.,
Cooperstown NY 13326

Robbins, K. Thomas, M.D., Div. of OTO,
Southern Illinois University School of
Medicine, 301 N 8" St., Room 5B-501,
Springfield, IL 62701

1982
1995
2005

1997

1981

1995
1992

1992

1987

1983

1990

1997

1988

1995

1979

1991

2006

1997

2004

1982

1989

1979
1973

79

Rontal, Eugene, M.D., 28300 Orchard Lake
Rd., Farmington MI 48334

Rontal, Michael, M.D., 28300 Orchard Lake
Rd., Farmington MI 48334

Rosen, Clark A., M.D., Eye & Ear Institute,
200 Lothrop Street, Ste 500, Pittsburgh, PA
15213-254

Ruben, Robert J., M.D., Montefiore Medical
%26%400 Bainbridge Ave, 3rd Fl, Bronx NY
Sasaki, Clarence T., M.D., OTO Dept of
Surgery, Yale University School of Med, PO
Box 208041, New Haven CT 06520

Sataloff, Robert T. , M.D., D.M.A., 1721 Pine
Street, Philadelphia PA 19103-6701

Schaefer, Steven D., M.D., Dept. of ORL,
New York Eye and Ear Infirmary, 14th Street
at 2nd Avenue, New York NY 10003
Schechter, Gary L., M.D., 120 Cardinal Lane,
Cardinal VA 23025

Schuller, David E., M.D., 300 W. 10th Ave.,
Ste. 519, Columbus OH 43210

Session, Roy B., M.D., Dept. of Otolaryngo-
logy—Head and Neck Surgery, Beth Isracl Med
Ctr., 10 Union Sq. E, Ste 4], New York NY
10003

Shapshay, Stanley M., M.D., University Ear,
Nose & Throat, Albany Medical Center, 35
Hackett Blvd., Albany, NY 12208-3420
Shockley, William W., M.D., Dept. of
Otolaryngology, Univ. of NC — Chapel Hill.,
G-0412 Neurosciences Hospital, CB 7070,
Chapel Hill NC 27599-707

Singer, Mark 1., M.D., Mount Zion Med Ctr.,
2356 Sutter St., FI. 4, San Francisco CA 94115
Sofferman, Robert A., M.D., Div. of
Otolaryngology, Fletcher Allen Health Care,
West Pavilion 4, 111 Colchester Ave.,
Burlington VT 05401

Spector. Gershon J., M.D., Dept. of
Otolaryngology, Washington Univ School of
Med, 517 S. Euclid, St. Louis MO 63110
Strome, Marshall, M.D., Dept. of
Otolaryndgolo§y, Cleveland Clinic Foundation,
Mail Code A71, 9500 Euclid Avenue,
Cleveland OH 44195

Strome, Scott E., M.D., Dept of
Otolaryngolo%r, Univ. of Maryland Medical
Center, 16 S. Eutaw St., Suite 500, Baltimore,
MD 21201

Stucker, Frederick J., M.D., Louisiana State
University Med., Dept. of Otolaryngology,
1501 Kings Hwy. #33932, Shreveport LA

71 103-42%8

Terris, David J., M.D., 4 Winged Foot Drive,
Martinez, GA 30907

Thawley, Stanley E., M.D., Washington Univ
School of Med, 517 S. Euclid Avenue, St.
Louis MO 63110

Toohill, Robert J., M.D., Dept. of OTO,
Medical College of Wisconsin, 9200 W.
Wisconsin Ave., Milwaukee WI 53226
Tucker, Harvey M., M.D., 3 Louis Drive,
Pepper Pike, OH 44124

Tucker, John A., M.D., 608 Ederer Ln., PO
Box 13, Gwynedd Valley PA 19437



2004
1996

2003

1991

1997

1995

1994

1996

1997

1992

1991
1984

1999
1991
1999

1985

1959

1980
1991

Varvares, Mark A., M.D., 3635 Vista @
Grand, FDT-6, St. Louis,, MO 63110
Weber, Randal S., M.D., Univ of Texas,
Dept of Otolaryngology — HNS, Unit 441,
1515 Holcombe Blvd., Houston, TX 77030
Weinstein, Gregory S., M.D., Dept. of
Otorhinolaryngology —Head & Neck
Surgery, Univ of Pennsylvania, 3400 Spruce
St., 5 Ravdin, Philadelphia, PA 19104-4283
Weisberger, Edward C. M.D., Indiana Univ
Med Ctr., Rm. 0860, 702 Barnhill Drive,
Indianapolis IN 46202-5230

Weisman, Robert A., M.D., Div. of ORL—-
Head & Neck, UCSD Medical Center, 200
W. Arbor Dr., San Diego CA 92103-9891
Weissler, Mark C., M.D., Div. of
Otolaryngology, Univ. of NC — Chapel Hill,
G-0412 Neurosciences Hospital, CB 7070,
Chapel Hill NC 27599-707

Wenig, Barry L., M.D., Dept. of OTO,
Evanston Northwestern Hosp., 1000 Central
St., Ste. 610, Evanston IL 60201

Associate Fellows — 5

Bless, Diane , Ph.D., Dept of
Otolaryngology, Univ. of Wisconsin
Hospital, CH% F4/217, 600 Highland Ave.,
Madison, WI 53792

Hillman, Robert E., PhD., Dept. of
Otolaryngology, Massachusetts General
OHZOIS Ai‘tal, One Bowdoin Sq., Boston, MA
Ludlow, Christy L., PhD, National Institute
of Health, 10 Center Dr., MSC 1416,
Bethesda, MD 20892

Honorary Fellows - 4

(1963) Kirchner, John A., MD, 12 Rimon Hill
Rd., Woodbridge, CT 06525-1234

(1956) Norris, Charles Morgan, MD, 3401
Broad St., Philadelphia, PA 19140

1997

1989

1996

1994

1981
1995

2006

2006
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Wetmore, Ralph F., M.D., Div. of
Otolaryngology, The Children’s Hospital of
Philadelphia, 34th St. & Civic Center Blvd.,
Philadelphia PA 19104

Weymuller, Ernest A. Jr., M.D., Dept. of
Otolaryngology—Head & Neck Surgery, Univ.
of Washington Medical Ctr., PO Boxrg565 15,
Seattle WA 98195-0001

Woo, Peak, M.D., Dept. of Otolaryngology,
Mount Sinai School of Medicine, (gne Gustave
L. Levy Place, New York NY 10029-6574
Woodson, Gayle E., M.D., Div. of OTO,
Southern Illinois University School of
Medicine, 301 N 8™ St., Room 5B-501,
Springfield, IL 62701

Yanagisawa, Eiji, M.D., University Tower, 98
York Street, New Haven CT 06511-5620
Zeitels, Steven M., M.D., Dept. of
Otolaryngology, Massachusetts Gen. Hospital,
One Bowdoin Sq., Boston, MA 02114

Murry, Thomas, PhD, Dept of
Otolaryngology, Columbia Presbyterian
Medical Center, 180 Ft. Washington Ave.,
HP 8-812, New York, NY 10032-3710
Thibeault, Susan L., PhD, Dept. of
Otolaryngology, Univ. of Utah School of
Medicine, 50 N. Medical Drive, Rm 3-C-
120, Salt Lake, UT 84132

1995 (1974) Snow, James B., Jr., MD, PhD, 327

1999

Greenbrier Lane, West Grove, PA
19390-9490

Titze, Ingo R., PhD, The University of
Towa, 330 WJSHC, Iowa City, IA
52242-1012

Corresponding Fellows -53

Abitbol, Jéan, M.D., ENT Laser Surgery, 1
Rue Largilliere, Paris, 75010 FRAN%E
Andrea, Mario, M.D., Av. Egas Moniz,
1649-035, 1000 - Lisbon, PORTUGAL
Antonelli, Antoninoi, M.D., Univ. of
Brescia, P.LI Spedali Ciuili 1 Brescia,
25100 ITALY

Aprigliano, Flavio, M.D., Rua Terezina 19,
St. Tereza, Rio de Janeiro, 20240 310
BRAZIL

Bateman, Geoffrey, M.D., Thorney-
Sigffham, Petwork W. Sussex, GU28-0GA
Benjamin, Bruce, M.D., 19 Prince Road,
Killara, NSW, 2071, AUSTRALIA
Bradley, Patrick J., M.D., 37 Lucknow
Drive, Nottingham NG3 2UH, ENGLAND

1993

1995

1995

1995
1995

Brasnu, Daniel F., M.D., EHGP Dept of
OTO, 20 Rue Leblanc, 75908 Paris,
FRANCE

Bridger, G. Patrick, M.D., 1/21 Kitchener
Place, Bankstown 2200 NSW,
AUSTRALIA

Campora, Enrico de, M.D., Ph.D., Dept of
ORL, Policlinicio di Careggi, Viale
Morgagni 85, Florence 50134 ITALY
Coates, Harvey LC, MB, 208 Hampden
Road, Nedlands 6009, Perth, AUSTRALIA
Coman, William B., M.B., The Univ. of
Queensland, ENT Department, Princess
Alexandra Hospital, Ipswich Road,
Woolloongabba QLD 4102, AUSTRALIA
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1984
1986

1986

2003

1996

1994

1995

1984

1991

1999
1993

1988

1998

1988

1999

2001

2003

1993
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	Dr. Kenneth Altman was recommended to serve as the ALA representation to CORE. He would assist in reviewing grant proposals related to laryngology. 
	Dr. Andy Blitzer  has bequeathed $100K to establish a lectureship in his name at the time of his death.  

