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I see patient involvement 

with their care—

complemented by 

the right knowledge 

that we provide (in a 

variety of ways)— as an 

opportunity that may 

enable us to better serve 

our patients.

I am still riding the wave of excitement and energy 
that accompanied our recent Annual Meeting 
in New Orleans, starting with an unforgettable 

Welcome Ceremony and President’s Reception, 
led by Albert L. Merati, MD, Immediate Past 
President. I am told we set attendance records for 
an AAO-HNSF Annual Meeting, which provided 
ample opportunities and access to scientific 
education (hands-on, interactive, and didactic), 
networking, work/career information/interviews, 
practice management, medical products/services, 
and equipment at the OTO Experience, and included 
attendees from across the globe. 

Our location in "the Big Easy" did not disappoint, 
as we all probably picked up a few pounds with some 
of the best possibilities for our palates. However, this 
was not without a balance of the wellness offerings 
that included OTOs on the Run 5K, sunrise yoga, 
and talks centered on staying healthy and avoiding 
burnout. Our many honorary guest lecturers, who 
included Dana M. Thompson, MD, MS; Rahul K. 
Shah, MD, MBA; Andrea Vambutas, MD; Baran 
D. Sumer, MD; and Professor Hisham Mehanna, 
PhD, MBChB, FRCS, FRCS (ORL-HNS), were 
insightful, thought-provoking, educational, and, most 
importantly, memorable. They certainly all paid 
sufficient tribute to the individuals for whom these 
lectures were named. 

Finally, the Academy’s presence in the city 
brought with it a spirit of giving back as the 
William Harry Barnes Society hosted a lunch for 
undergraduate premed students at Xavier University 
to share the experiences and fulfillment of our 
specialty. Thanks to our incredible staff for their 
hard work and thanks to you for your attendance. 

As I mentioned in my previous column, one of 
the areas I would like to focus on during my term 
as President is helping our patients to become more 
involved in their care. We are faced daily with the 
dilemma of how we as specialists can effectively 
assist in this process when we already have forces 
such as EMR documentation, MIPS, and prior 

authorizations competing for a significant portion of 
our time and that of our staff. Many of us associate 
the concept of patient-centered care with the primary 
care physician—and much of it does fall within 
the primary care provider’s purview. However, our 
understanding of this is essential in helping to assure 
our patient compliance. 

The Institute of Medicine defines providing 
patient-centered care as providing "care that is 
respectful of and responsive to individual patient 
preferences, needs, and values and ensuring that 
patient values guide clinical decisions." In research 
conducted by Picker Institute and Harvard Medical 
School, there are eight principles of patient-centered 
care that include:

1. Respect for patient preferences
2. Coordination and integration of care 
3. Information and education
4. Physical comfort
5. Emotional support
6. Involvement of family and friends
7. Continuity and transition
8. Access to care

I realize that there will be divergence of opinion 
on how much we as physicians should be allowing 
patients to guide their own care; however, it is truly a 
partnership if we strive to achieve the best outcomes. 
These eight principles, along with health literacy and 
cultural competency, are ones that—if considered 
and addressed—can only help to assist us with 
having happier, healthier, and more knowledgeable 
patients with successful treatments. 

We are in an age now where we must find a 
balance of how we can maximize digital technology, 
discussions with our primary care colleagues, patient 
portals, practice websites, waiting room information, 
and now the AAO-HNSF website ENThealth.org, 
to empower our patients to proactively partner 
in their care. I see patient involvement with their 
care—complemented by the right knowledge that we 
provide (in a variety of ways)— as an opportunity 
that may enable us to better serve our patients. 

A unified approach to patient care

Duane J. Taylor, MD 
AAO-HNS/F President

http://entnet.org/bulletin
http://ENThealth.org
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It is incumbent on us to 

maintain the momentum 

created at this meeting 

as our committees and 

task forces work with 

our staff to move the 

specialty forward in the 

direction we want to 

go, always striving to 

improve patient care. 

The Annual Meeting and beyond

I recently attended my 38th Annual Meeting of the 
AAO-HNSF. There was a great deal of energy 
and excitement at our meeting in New Orleans 

as well as the specialty society meetings taking 
place in conjunction with the Annual Meeting. 
It was encouraging to see the collaboration 
and camaraderie displayed across the breadth 
of attendees as they interacted in the hallways, 
throughout the lectures, and at the recreational 
activities. There was a measurable increase in 
attendance over our last two meetings in Atlanta 
and Chicago, which added to the buzz around the 
convention center. Domestic and international 
attendees benefited from enhanced networking time 
and took full advantage of the opportunity. This 
year’s attendees represented all 50 states and 94 
countries worldwide.

The diversity of our specialty was on full display 
in the subject matter and experts presenting the 
comprehensive education program, which was 
crafted by Mark K. Wax, MD; the Annual Meeting 
Program Committee; the many committee and 
section meetings that convened; and the ancillary 
alumni and society gatherings in the evening  
across the city. While each of these groups has 
specific interests, it is encouraging to see them all 
move together in the true “We Are One” mission 
of our specialty. The large number of residents, 
fellows, and young physicians, both domestic 
and international, bodes well for the future of our 
Academy and our specialty. It is incumbent on us 
to maintain the momentum created at this meeting 
as our committees and task forces work with our 
staff to move the specialty forward in the direction 
we want to go, always striving to improve patient 
care. A special shout-out goes to all our volunteer 
leaders, participants, and dedicated staff who made 
this exhilarating meeting possible.

At the Foundation Board of Directors meeting, 
our clinical data registry, Reg-entSM, reached 
another milestone. The directors approved a Letter 
of Agreement with OM1 to become our partner in 
moving Reg-ent forward to Phase II and beyond. 
This agreement will help us optimize our data 
through normalization, curation, and validation 
using the OM1 process that will make the data 
suitable to drive a number of advanced functions 
beyond the public MIPS reporting currently taking 

place. This gives us the opportunity to define “best 
care” for diseases otolaryngologists treat, participate 
in academic clinical research to the degree not 
previously possible, conduct pre- and post-
market device and pharmaceutical trials meeting 
FDA standards, and begin the journey toward 
individualized patient care. If you are not currently 
a member, now is the time for both academic and 
private practices to join and become part of this 
vehicle that will drive improved patient care for all.

Our global program continues to expand in 
breadth, volume, and quality. This year in New 
Orleans, there were over 1,700 international 
attendees from around the globe. The International 
Symposium covered three days and had over 50 
presentations that were attended by both domestic 
and international physicians. The International 
Advisory Board (IAB) held its second election for 
Chair of the IAB. I would like to congratulate, Karl 
Hoermann, MD, on his election. He will take office 
in 2020, following current Chair, Sady de Costa, 
MD. It is exciting to see the accelerating degree of 
scientific exchange around the globe as we all try to 
optimize patient care. An equal part of this equation 
revolves around our joint meetings with international 
societies in which we send faculty to participate and 
exchange clinical expertise with their colleagues. 
The AAO-HNSF will participate in 15 joint meetings 
this year and already has 10 scheduled for 2020, and 
I, along with J. Pablo Stolovitsky, MD, AAO-HNSF 
Coordinator for International Affairs, attended 
the annual meeting of the Chinese Society of 
Otolaryngology in October to explore ways we can 
collaborate on a variety of educational initiatives. 
I encourage you to join the team and become an 
international volunteer faculty member.

We welcome Duane J. Taylor, MD, as our 
new President for 2019-2020. Dr. Taylor is the 
first African American President of the AAO-
HNS/F. He is a fellowship-trained facial plastic 
surgeon who practices general otolaryngology in 
the Washington, DC, area. He brings considerable 
experience in physician wellness and was the 
inaugural Chair of the Diversity and Inclusion 
Committee that I formed when I was President in 
2008. The Boards of Directors, the entire staff, 
and I look forward to working with Dr. Taylor 
throughout the upcoming year. 

James C. Denneny III, MD 
AAO-HNS/F EVP/CEO

http://entnet.org/bulletin
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Call for 2020 AAO-HNS election nominees 
The Nominating Committee is calling for 
recommendations for individuals to be considered 
for an AAO-HNS elective office. To qualify, an 
Academy member must be in good standing, 
have proven leadership qualities, be active in the 
Academy, be familiar with the strategic direction 

of the Academy, and be able to dedicate the 
necessary time to serve. Please complete and 
submit the application materials to a Nominating 
Committee member, requesting their support for 
your nomination to elected office. The application 
deadline is midnight (ET) on December 2.  
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FDA grants first-ever modified risk orders  
to eight smokeless tobacco products
Even as citizens of the United States deal with 
previously unrecognized significant dangers 
related to vaping of many substances and 
aggressive marketing of Juul-type products, the 
FDA, on October 22, 2019, for the first time 
authorized the marketing of products through 
the modified risk of tobacco product (MRTP) 
pathway outlined in the 2009 Family Smoking 
Prevention and Tobacco Control Act. 

This action authorizes the manufacturer to 
market these products with the following claim, 
“Using General Snus instead of cigarettes 
puts you at a lower risk of mouth cancer, heart 
disease, lung cancer, stroke, emphysema, and 
chronic bronchitis.” The ruling limits marketing 
to adults, and the FDA placed stringent 
advertising and promotion restrictions on the 
products. This ruling affects eight products, and 
the modified risk orders are product-specific 
and limited to five years.

The FDA rightfully states, “All tobacco 
products are potentially harmful and addictive, 

and those who do not use tobacco products 
should continue to refrain from their use.” 
Unfortunately, while the packaging must also 
include the warning statements required for 
all smokeless tobacco products, those reading 
the package warning will not have access 
to the FDA’s full press release and will miss 
the message that no tobacco product has any 
positive health benefit. 

The AAO-HNS opposes support of snus or 
any other tobacco or vaping product. This has 
significant potential to increase tobacco usage 
in the youth population as well as adults and 
give first-time users an unwarranted feeling 
of security in using these flavored tobacco 
products. We urge repeal of this MRTP for 
snus products.

Read the full release from the 
FDA at https://www.fda.gov/news-
events/press-announcements/
fda-grants-first-ever-modified-risk-orders-
eight-smokeless-tobacco-products  

Senator talks surprise billing
The AAO-HNS was pleased to host U.S. 
Senator Bill Cassidy, MD (R-LA) as the guest 
speaker at an Advocacy Breakfast during the 
AAO-HNSF 2019 Annual Meeting & OTO 
Experience on September 16 in New Orleans. 
Dr. Cassidy, the state’s senior senator, has been 
a strong ally for the physician community and 
a bold leader on healthcare issues impacting 
the house of medicine. He shared his thoughts 
on the growing debate surrounding remedies 
for surprise medical bills and drug pricing 
reforms. Senator Cassidy also provided 
his perspective on the need for increased 

transparency in 
our healthcare 
system.
The Academy 
continues to work 
with Senator 
Cassidy and other 
Congressional 
champions on a 
sensible solution 
to surprise billing, as well as audiology direct 
access legislation and other important issues 
being debated in Congress. 

Senator Bill Cassidy (R-LA) 
(center), pictured with Carol R. 
Bradford, MD, MS, AAO-HNS/F 
President-Elect, and Gavin Setzen, 
MD, AAO-HNS/F Past President.

Learn more: https://www.entnet.org/content/call-2020-election-nominees

http://entnet.org/bulletin
https://www.fda.gov/news-events/press-announcements/fda-grants-first-ever-modified-risk-orders-eight-smokeless-tobacco-products
https://www.fda.gov/news-events/press-announcements/fda-grants-first-ever-modified-risk-orders-eight-smokeless-tobacco-products
https://www.fda.gov/news-events/press-announcements/fda-grants-first-ever-modified-risk-orders-eight-smokeless-tobacco-products
https://www.fda.gov/news-events/press-announcements/fda-grants-first-ever-modified-risk-orders-eight-smokeless-tobacco-products
https://www.entnet.org/content/call-2020-election-nominees
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Pathway to leadership: 
Apply today! 
Apply to become an AAO-HNS/F committee 
member, and let your voice be heard! The 
2020-2021 application cycle is now open 
and will close on January 1. All committee 
applicants should be in good standing 
with the Academy and must be a fellow, 
member, resident member, scientific fellow, 
international fellow, or international member 
of the Academy to be eligible to serve as a 
committee member. For questions, contact 
committees@entnet.org.
https://www.entnet.org/content/committees  

With OTOSource.org now completed, 
residents, program directors, faculty 
members, and practicing otolaryngologists 
can use this free, comprehensive online study 
guide while seamlessly accessing topical 
education activities in AcademyU or the 
Otolaryngology Specialty Society. Explore 
the 11 units available by going to  
https://www.otosource.org/.  

DON’T MISS THE 
LATEST PODCAST 
FROM OTO JOURNAL
Rethinking Malignancy Risk in 
Indeterminate Thyroid Nodules 
with Positive Molecular Studies: 
Southern California Permanente 
Experience
Visit Otolaryngology-Head and Neck 
Surgery at http://sageotolaryngology.
sage-publications.libsynpro.com/  
to listen.

The trainee’s quick guide to AAO-HNS/F funding
 Kevin Zhan, MD, SRF Information Officer

The freshly minted ENT intern with the 
unharmed pager, mired in the concerns of how 
to replete potassium, spray a nose, or even look 
at a temporal bone, may be joyfully aloof to 
Academy funding opportunities. And as the 
responsibilities accumulate with increasing 
PGY years, Academy awards can turn out to be 
an enormous missed opportunity. Fortunately, 
the Academy’s Section for Residents and 
Fellows-in-Training (SRF) prioritizes keeping 
all trainees abreast of all funding opportunities. 
Every resident and fellow paying Academy 
membership dues is an SRF member and eligible 
for funding, regardless of PGY year or country, 
and every trainee should apply for funding.

Resident Leadership Grants  
and Humanitarian Travel Grants
Approximately 90 travel grants are biannually 
given to help finance travel to the AAO-HNSF 
Annual Meeting & OTO Experience and the 
AAO-HNS/F Leadership Forum & Board of 
Governors (BOG) Spring Meeting. Academy 
involvement, such as being a committee 
member, delegate to other societies, SRF 
residency representative, or part of the SRF 
Governing Council, improves the chances of 
receiving these awards. A leadership primer is 
available on the SRF webpage (https://www.
entnet.org/content/section-residents-and-
fellows-training). The Humanitarian Travel 

Grants fund trainees participating in medical 
missions and are awarded twice a year. 
Recipients of these competitive humanitarian 
awards must publish a report of their 
experience in the Bulletin. 

Academy CORE Grants 
These grants are prestigious research awards 
ranging from $5,000 to $150,000 with funding 
from the AAO-HNSF, specialty societies, and 
industry sponsors. Letters of Intent are due 
December 16, with full grants due January 
15. These competitive grants are awarded the 
following June. Visit www.entnet.org/core. 

Eisenberg Health Policy Resident 
Leadership Grant
This grant annually funds three to four 
leadership-minded trainees to attend the 
Leadership Forum & BOG Spring Meeting 
and advocate for our specialty with the BOG 
leadership to members of Congress. Awardees 
experience a unique leadership opportunity 
and participate in significant ENT advocacy 
and lobbying efforts. 

As shown, the Academy provides a wealth 
of funding opportunities for trainees at every 
stage, every year, for all walks and interests 
and always seeking other support methods. The 
SRF is eagerly available to help navigate these 
opportunities (srf@entnet.org).  

“The Eisenberg Grant gave me the opportunity to meet 
leaders in otolaryngology and participate in all types of 
discussions ranging from diversity to physician burnout. 
I was able to learn a great deal and attend briefings 
on hot topics such as the future of healthcare policies 
and changing regulations, which will impact my future 
practice and the welfare of my patients.”
Zahrah Taufique, MD  |  New York University School  

of Medicine

“The opportunity to meet the leaders in our field who are passionate about improving patient care and learn about 
issues facing our current and future practice was truly unique. I feel incredibly fortunate that I was selected for this 
award, and would encourage anyone with an interest in leadership and advocacy to apply for it.”
Susannah Orzell, MD, MPH  |  SUNY Upstate Medical Center

http://entnet.org/bulletin
mailto:committees@entnet.org
https://www.entnet.org/content/committees
http://OTOSource.org
https://www.otosource.org/
http://sageotolaryngology.sage-publications.libsynpro.com
http://sageotolaryngology.sage-publications.libsynpro.com
https://www.entnet.org/content/section-residents-and-fellows-training
https://www.entnet.org/content/section-residents-and-fellows-training
https://www.entnet.org/content/section-residents-and-fellows-training
http://www.entnet.org/core
mailto:srf%40entnet.org?subject=
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AAO-HNSF Future  
of Education 
Richard V. Smith, 
MD, outgoing 
Coordinator for 
Education, and Jeffrey 
P. Simons, MD, incoming Coordinator 
for Education, share their vision for the 
future of the AAO-HNSF offerings in this 
interview captured at the AAO-HNSF 
2019 Annual Meeting & OTO Experience 
in New Orleans, LA. http://entnet.libsyn.
com/aao-hnsf-future-of-education 

HUMANITARIAN GRANT

From simulations to real patients:  
Humanitarian work in Vietnam
Sarah E. Hodge, MD, traveled to Hanoi, 
Vietnam, to work and learn at the National 
ENT Hospital, which is the largest 
referral center in the northern half of 
Vietnam. Hodge worked alongside other 
otolaryngologists from the United States 
and Vietnam as well as the Resource 
Exchange International – Vietnam, an 
international not-for-profit organization that 
has been working in Vietnam since 1992.

In addition 
to an education 
conference, 
“Updates in 
Otolaryngology,” 
Dr. Hodge was 
able to participate in simulated skills 
labs and to perform a range of surgeries, 
from tonsillectomies to skull base tumor 
resections with local flap reconstruction. 

INTERNATIONAL VISITING SCHOLARSHIP REPORT

Meet Professor Titus Sunday Ibekwe, MBBS, FWACS
I am Titus Sunday Ibekwe, 
MBBS, FWACS, Professor 
and Head of the Department 
of Otorhinolaryngology 
(ORL) at the University 
of Abuja and University 
of Abuja Teaching Hospital in Nigeria. I 
most recently served as Vice Chair to the 
International Advisory Board of the AAO-
HNSF. My interest in otorhinolaryngology 
was partly circumstantial and also out of 
admiration for ORL. I suffered from recurrent 
tonsillitis in childhood through adolescent 
life, had a tonsillectomy in my final year 
of medical school, and scored very high 
in ORL assessments/examinations. As a 
result, I made up my mind to become an 
otorhinolaryngologist while still a  
medical student. 

What motivated you to apply for  
an International Visiting 
Scholarship from the AAO-HNSF?

The search for knowledge brought me close 
to my teacher and mentor, Prof. Onyekwere 
George Nwaorgu, MD, FWACS, during my 
residency days. We wrote several research 
papers together and attended conferences 
within Nigeria and Africa. He encouraged 
me to apply for the AAO-HNSF International 
Visiting Scholarship (IVS), which I was 
awarded in 2009.

The award of the IVS marked my maiden 
attendance of AAO-HNSF Annual Meeting & 
OTO Experience in San Diego, California, after 
which I went to the New York Presbyterian 
Hospital and Cornell University in New York 
for tutelage under Michael G. Stewart, MD, 
MPH, and Samuel Selesnick, MD. I also got 
an offer to visit the head office of Starkey 
Hearing Foundation in Minnesota for training 
in audiology. I met Brian D. Westerberg, MD, 
and Frederick K. Kozak, MD, who arranged 
a hands-on fellowship in otology at the 
University of British Columbia in Vancouver, 
Canada, for me. These were turning points and 
catalysts to my career. 

What value and benefit did you 
obtain for you and your practice by 
attending the AAO-HNSF Annual 
Meeting & OTO Experience?

The Annual Meeting has been a “melting 
pot” for connections with first-class 
otorhinolaryngologists and exposure to the 
latest innovations in the field of ORL globally. 
I am proud to have attended these meetings for 
the past decade and still counting.

Please share your experience 
during your observership, such as 
where it was and what was your 
area of focus?

My observership in the New York Presbyterian 

Hospital was a great career boost in both 
clinical and research practice of ORL.  My 
hosts were great teachers and friends with 
whom I maintain a good relationship. It was 
an opportunity to see what is being done 
in the developed world in comparison with 
resource-limited countries. My focus was in 
otology and audiology, though I also observed 
what was obtainable in other subspecialties. 
There was knowledge sharing, hence I made 
presentations on rare illnesses that were 
hardly encountered in the United States, such 
as sensorineural hearing loss resulting from 
Lassa fever infections.

What would you say to encourage 
others to donate to the AAO-HNS 
foundation?

The execution of this project and its 
sustenance is capital intensive and therefore 
takes a lot of commitment from the AAO-
HNS/F. There is also the need to increase the 
number of spots to accommodate many young 
ENT surgeons. This can only be possible 
through the collaboration of development/
funding partners, nongovernmental 
organizations, and public-spirited individuals 
with the AAO-HNS. I strongly recommend 
that these groups consider endowment to the 
IVS program, as this will help in training 
astute physicians capable of training others in 
the various climes. 

QQ

Q

Q

http://entnet.org/bulletin
http://entnet.libsyn.com/aao-hnsf-future-of-education
http://entnet.libsyn.com/aao-hnsf-future-of-education
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Where Experts and Science 
Converged in New Orleans

#OTOMTG19 

T
here was a global connection of 
the specialty, unified by expert 
presenters and the latest research, 
covering 11 specialty areas via 
10 groundbreaking education 
program formats. There was 

more than an acre and a half of vendors 
with emerging technologies, devices, and 
resources for patient care. There were 
networking opportunities that provided 
camaraderie and connection. There was a 
President’s Reception that some attendees 
dubbed as “the best ever” with food, fun, 
music, and dancing.  It was the AAO-HNSF 
2019 Annual Meeting & OTO Experience 
and it was indeed “Where Experts and 
Science Converge”—and so much more. 

During the Welcome Ceremony remarks, 
Albert L. Merati, MD, the 2018-2019 
AAO-HNS/F President, offered inspiration 
to the broad, diverse audience. “We have a 

responsibility to each other and our patients 
to stand together, to fight together, to think 
together as we further the day-to-day 
miracle of surgery—improving lives and 
communities with our skill and knowledge.”

This message of togetherness and 
“We Are One” resonated throughout the 
ceremony and in the days that ensued. 
It was a meeting of opportunity with 
over 7,500 attendees—every continent 
was represented with individuals from 
94 countries. Attendees discovered the 
latest advancements and research in the 
specialty through a dynamic education 
program developed by the Annual Meeting 
Program Committee led by Mark K. Wax, 
MD. The program offered abounding 
opportunities, featuring 261 Expert Series 
Sessions, 134 Panel Presentations, 591 
Poster Presentations, 340 Scientific Orals 
Presentations, 24 Master of Surgery Videos, 

and 53 International 
Symposium sessions.

The opportunities 
and education expanded 
to the OTO Experience, 
which featured a 

comprehensive display 
of products and 

services, 
including 
mobile 
X-ray 
imaging, 
enhanced 

surgical tools, 
regenerative 

medicine solutions, 
and more. Attendees 
experienced hands-on 
learning in the 
Mobile BioSkills 
Lab and the Hands-on 
Demonstration and 
Training Lab, innovative 
technology in the new Emerging Tech 
Pavilion, and new procedures and services 
in the Product Theater.

This Annual Meeting also exuded a 
global presence, further epitomizing the 
“We Are One” sentiment. This strength 
of unity and togetherness was specifically 
noted by James C. Denneny III, MD, 
AAO-HNS/F EVP/CEO, “Our global 
program has continued to flourish under the 
leadership of Dr. Pablo Stolovitsky and our 
entire global team. In 2019 we will have 
participated in 15 joint meetings… and 
the International Symposium has over 50 
presentations.”

For 2019, the International Symposium 
showcased cutting-edge content presented 
by international physicians. It provided 
a global perspective of popular topics 
in otolaryngology and also included an 
International Young Physicians Meet & 
Greet and Forum; the International Women’s 
Caucus with a panel presentation titled, 
“Negotiating Your Way Past Barriers:  
International Women in Otolaryngology;” 
the Humanitarian Efforts Forum; and the 
International Advisory Board (IAB) General 
Assembly, in which Karl Hoermann, MD, 
from Germany, was elected Chair-Elect. 

http://entnet.org/bulletin
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Annual Meeting Webcasts 
Did you attend #OTOMTG19 as a “Full 
Conference” registrant? If so, your 
education opportunities didn’t end when 
you departed New Orleans, LA. With 
your registration, you receive unlimited 
access to all 2019 recorded education 
sessions through AcademyU for three 
years. To access the webcasts, go to 
http://academyu.entnet.org and click on 
the Annual Meeting Webcast icon. 

At the close of the Welcome Ceremony, 
attendees joined in a traditional New 
Orleans Second Line and followed a brass 
band to the buses for a short ride to the 
President’s Reception at Mardi Gras World, 
where the famous floats are made. At the 

President’s Reception, attendees 
were welcomed with New 

Orleans cuisine, fun, and 
the sounds of Rockin’ 

Dopsie, Jr. and the 
Zydeco Twisters.

The ceremonial passing of 
the gavel between Duane 
J. Taylor, MD, and Albert 
L. Merati, MD, during the 
Welcome Ceremony. 

During the International Advisory Board General Assembly, it was a 
rare moment to capture all the individuals who have served as AAO-HNSF 
Coordinator for International Affairs to date. From left to right are Eugene N. Myers, MD, FRCS Edin 
(Hon), K J Lee, MD, Gregory W. Randolph, MD, James E. Saunders, MD, J. Pablo Stolovitzky, MD. 

http://entnet.org/bulletin
http://academyu.entnet.org
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As the 2019 Annual Meeting came to 
a close, the #OTOMTG19 euphoria 
filled the air, lifting attendees up and 
away, and looking forward to the 
AAO-HNSF 2020 Annual Meeting 
& OTO Experience in Boston, MA, 
September 13-16. “Bringing Together 
the World of Otolaryngology” will be a 
program with unlimited potential and 
countless opportunities for attendees 
both as individuals and as collective 
members of this global specialty—all 
in the name of patient care.  

#OTOMTG20 Call for Science
November 18, 2019 - January 14, 2020
Learn more at www.entannualmeeting.org

OTOB S N

BRINGING TOGETHER 
the WORLD of OTOLARYNGOLOGY

SEPTEMBER 13-16

http://entnet.org/bulletin
http://www.entannualmeeting.org
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THE GLOBAL LEADER IN OPTIMIZING EAR, NOSE, AND THROAT PATIENT CARE

DON’T LOSE ACCESS TO YOUR BENEFITS!
 Your profile listed on “Find an ENT” on ENThealth.org, the Foundation’s interactive 

patient information website (practicing physicians only)

 Member-only registration discount for the AAO-HNSF Annual Meeting & OTO 
Experience – full conference attendees receive unlimited online access to all 
recorded education sessions through AcademyU®

 Subscriptions to the peer-reviewed scientific journal, Otolaryngology–Head and 
Neck Surgery, and the Bulletin, the official magazine of the AAO-HNS

 Practice management resources offering guidance on a wide range of issues  
including reimbursement

 Connections to thousands of colleagues through ENTConnect, the exclusive online  
member-only forum
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Five more questions  
to ask your administrator
Y ou can’t be everywhere in your 

practice at once. Therefore, you need 
to rely on your administrator to run 

your business. You can stay apprised by 
asking them some standard questions. We 
started with five questions a few months 
ago, and here are five more.

1. How many days in accounts 
receivable (A/R) do we have?   
A/R measures how quickly a practice can get 
paid. The formula for calculating A/R days is 
as follows:
 § Number of days in A/R equals the current 

net receivables balance divided by the 
average daily charge amount (A/R days = 
A/R balance/average daily charge amount).

 § The A/R balance reflects the total amount 
of outstanding accounts receivables.

 § The average daily charge amount is 
calculated by taking the total gross charges 
for the last year divided by 365 days.

Low A/R indicates that the practice is filing 
insurance and getting paid quickly. It is 
important to know what it is over time. For 
example, if you are normally in the 30-to-35-
day range and it starts to increase to 60 days, 
it needs to be investigated. Is it one payer? 
Are claims not being submitted in a timely 
manner? Is there an underlying issue causing 
the lag? Your administrator should know 
where to start looking, be able to state the 
issue, and explain how they are working to 
resolve it. 

2. What is our overhead rate?   
Simply put, this is a percentage of expenses 

over revenue. However, all practices don’t 
calculate this the same. The calculation for 
overhead percentage is expenses divided by 
revenue multiplied by 100 (% = expenses/
revenue X 100).

When you hear at meetings, or in the 
surgeon’s lounge at the hospital, that another 
practice’s overhead is 11 percent and yours is 
68 percent, it is highly likely that you aren’t 
comparing apples to apples. Make sure you 
and your administrator know what is included 
in your overhead calculation and what isn’t. 
For example, one practice could include 
all practitioners and others may exclude 
advanced practice providers. The same goes 
with other practice expenses. Some practices 
include all expenses, while others may only 
include selected expenses.

3. What is our payer mix?  
You should always know who is paying 
you and the percentage of revenue coming 
from that source. The calculation for payer 
mix percentage is amount of revenue from 
a particular payer divided by total revenue 
multiplied by 100 (% = revenue from payer/
total revenue X 100).

You should track this over time. Through 
your contracts with insurance companies, the 
same procedure can be reimbursed at different 
rates and speeds. Your cash flow could be 
affected if you have a large group of private 
insurers and start shifting toward government 
payers or even self-pays. If you have a large 
percentage of Medicare patients, you might 
want to market to the largest private insurer in 
town for patients to improve the payer mix.

4. Tell me about my experience as a 
new patient in the practice.  
Listen to your administrator explain what 
happens from the time the phone is answered 
for an appointment until the time a patient 
sees the physician. Is this the experience that 
you want to deliver to the patient? If not, 
what are the “pain points” that need to be 
addressed? Open the dialogue on what your 
vision of the experience should be with your 
administrator. Decide on what opportunities 
your practice should focus on to improve the 
experience for the patient.

5. Do you belong to ASCENT?  
If not, why? ASCENT is a community created 
to empower the manager, administrator, and 
practice. It is composed of 1,000 managers, 
CEOs, administrators, and more doing the 
same daily things that your practice leader 
is doing. We have resources your manager 
needs so he/she doesn’t have to create 
procedures, policies, etc., from scratch. If 
your administrator tells you he/she is too busy 
to join, your response should be you are too 
busy NOT to be a part of this network.

Our discussion boards bring daily practice 
situations to members’ attention and, 95 
percent of the time, someone has dealt with 
an issue you’re experiencing and can offer 
advice. Still not convinced? Maybe your 
manager is content to be doing the same 
things they did 10 years ago. However, 
practices have changed at a rapid rate, and 
everyone needs as much help as they can get 
to keep their practice in good health. Ask your 
manager to join today: askASCENT.org/join. 

ASCENT, formerly the Association of Otolaryngology Administrators (AOA), is a support community and resource network for ENT practice management leaders. The community consists of 

invaluable resources, education, and people to enhance the quality and sustainability of the ENT practice. Representing more than 1,000 professionals across the country, ASCENT enables ENT 

leaders to advance their practices in the business of medicine. Learn more about our new look at www.askASCENT.org/OurStory.

* Part one of this series can be found 
in the August 2019 Bulletin, page 9. 

https://bulletin.entnet.org/
article/five-questions-to-ask-your-
administrator/ 

http://entnet.org/bulletin
http://askASCENT.org/join
http://www.askASCENT.org/OurStory
https://bulletin.entnet.org/article/five-questions-to-ask-your-administrator/
https://bulletin.entnet.org/article/five-questions-to-ask-your-administrator/
https://bulletin.entnet.org/article/five-questions-to-ask-your-administrator/
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Reza Rahbar, DMD, MD 
ASPO Secretary

Anna H. Messner, MD 
ASPO President

What are the most pressing issues 
facing pediatric otolaryngology, both 
domestically and globally? 
1. Access to quality pediatric otolaryngology 

care for all children
2. Standardization of training for 

otolaryngologists in the field of pediatric 
otolaryngology

What are some of the barriers to optimal 
care for infants and children,  
and how can we eliminate them?  
The number one barrier is lack of access to 
care. Nationally, the access issue can be due 
to a lack of locally available practitioners 
or pediatric-appropriate surgical facilities 
(including pediatric anesthesia), and, in 
the immigrant population, parental fear 
of visiting healthcare facilities. ASPO is 
partnering with national societies such 
as the American Academy of Pediatrics 
and the American College of Surgeons to 
promote programs providing otolaryngologic 
care to children. Internationally, ASPO 
works with other pediatric otolaryngology 
organizations, like the European Society 

with the ASPO leadership

QA&
of Pediatric Otolaryngology and the 
Interamerican Association of Pediatric 
Otorhinolaryngology, to promote pediatric 
otolaryngology education.   

What are some key advancements in 
research and treatment in pediatric 
otolaryngology, and how has that impacted 
the specialty and the patients? 
In recent years, newborn screening tests 
for congenital cytomegalovirus and cystic 
fibrosis have become routine in many areas. 
Early identification of these disorders leads 
to better care and improved long-term 
outcomes.  

The AAO-HNSF promotes a Kids Safe 
Holiday this time of year. Does ASPO have 
any similar recommendations or resources 
to educate the public? 
This a website in both English and Spanish 
aimed toward families regarding the risks of 
button batteries:  
https://www.healthychildren.org/English/
safety-prevention/at-home/Pages/
Button-Battery-Injuries-in-Children-A-
Growing-Risk.aspx.

Of all the priorities of ASPO right now, 
which one or two would you want to 
impress upon your colleagues practicing in 
all subspecialty areas as essential to the 
work, mission, and vision of ASPO? 
Providing the highest level of care and 
providing access to all. 

Our mission is to foster excellence in the care 
of children with otolaryngologic disorders by 
promoting education and collaborative research 
and to share and disseminate advances and 
innovations in patient care through the Annual 
Meeting and other venues.

Membership:
• Total membership: 641 with steady growth 

and increasing diversity

Endowment:
• Sound financial structure due to close 

monitoring of operating cost and 
endowment 

• Active Development Committee with close 
interaction with our members to determine 
what initiatives can most benefit from 
ongoing support

Research and education:
• Funded 41 new projects (since 2005) with 

total financial support of close to $700,000 
to push our specialty into new frontiers 
and to provide useful information for our 
pediatric and general ORL colleagues

Meeting and conferences:
• Annual Spring Meeting held in conjunction 

with Combined Otolaryngology Spring 
Meetings (COSM) with one of the highest 
number of attendees at the COSM for 
the past decade. (Once every four years, 
ASPO rotates out of COSM and holds 
a breakout meeting, happening next in 
Montreal in 2021.)

• ASPO Summer Meeting (Frontiers in 
Pediatric Otolaryngology), which is in its 
fourth year and takes place in Vail, CO

• Free annual Resident/Fellow Seminar in 
conjunction with AAO-HNS, most recently 
in New Orleans

 
For more information about ASPO, becoming a 
member, research and education initiatives, and 
future meetings, please visit http://aspo.us/.  

ASPO: What you 
should know about 
our society

http://entnet.org/bulletin
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By Jennifer J. Shin, MD, SM

O tolaryngology-Head and Neck Surgery 
invites residents to apply to enroll 
in the Resident Reviewer  

Development Program.
The Resident Reviewer Development 

Program pairs qualified residents with 
seasoned peer reviewers to foster the growth 
and development of the next generation of 
otolaryngology peer reviewers. Residents 
typically complete three to six mentored 
reviews and, when recommended by their 

mentor, perform a proposed independent 
review. Graduates of the program join the 
main reviewer pool for the journal. Excelling 
as a peer reviewer is often the first step 
toward becoming a Star Reviewer, Editorial 
Board member, or Associate Editor.

The program has grown, with the 
largest resident class to date enrolled in 
2019. Thirty-five graduates of the program 
maintained an average rating of excellent, 
and six achieved Star Reviewer status. 
We also saw the inaugural international 
graduate of the program in 2018, and the first 
European matriculant in 2019. International 
applicants are encouraged. 

We at Otolaryngology-Head and Neck 
Surgery look forward to the next cohort of 
successful graduates. 

To be considered for the 
2020 class, applications 
should be submitted by 
January 13, 2020. 

Prerequisites
Applicants should:
• Be PGY-3 or PGY-4
• Have their department chair sign the 

Letter of Support 
• Submit the Resident Reviewer  

Application Form 
• Professional working proficiency or 

full professional proficiency in English 
To learn more, please visit the Resident 
Reviewer Development Program page. 
https://www.editorialmanager.com/
otohns/accounts/ReviewerPage.
html#resident

If you are an experienced peer reviewer 
and are interested in serving as a mentor 
for the program, please contact the 
journal office at Otomanager@entnet.
org. We also welcome communication 
from residency program directors 
regarding interest in the program. 

Building a world of expert peer reviewers: 
Resident Reviewer Development Program

OTO Journal

Mentors and mentees enjoy camaraderie and expressions of 
gratitude at the Resident Reviewer Development Program Reception 
during the AAO-HNSF 2019 Annual Meeting & OTO Experience.

http://entnet.org/bulletin
https://www.editorialmanager.com/otohns/accounts/ReviewerPage.html#resident
https://www.editorialmanager.com/otohns/accounts/ReviewerPage.html#resident
https://www.editorialmanager.com/otohns/accounts/ReviewerPage.html#resident
mailto:Otomanager@entnet.org
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Richard M. Rosenfeld, MD, MPH, MBA
5-time AAO-HNS Distinguished Service Award Recipient

A special 
congratulations 
goes to Richard 

M. Rosenfeld, MD, 
MPH, MBA, for being 
the only five-time 
recipient of the AAO-
HNS Distinguished 
Service Award (DSA) 
in Academy history. 

Dr. Rosenfeld received his fifth DSA at 
the AAO-HNSF 2019 Annual Meeting & 
OTO Experience in New Orleans, LA.  To 
achieve this, he earned a total of 250 lifetime 
honor points, making him the only Academy 
member in history who has reached this level 
of accomplishment.  

The DSA represents an individual’s service 
and volunteerism to the Academy, offering 
personal reward as well as benefit to the AAO-
HNS/F and the specialty as a whole. “My 
engagement with AAO-HNS over nearly 30 
years has been incredibly rewarding, both in 
terms of making a difference in the specialty 
and in my own personal and professional 
growth,” said Dr. Rosenfeld.

Honor Awards and Distinguished Service 
Awards are part of the Academy's system for 
recognizing meritorious service. The DSA 
is a recognition of volunteer service beyond 
the level of an Honor Award. Members 
who attain 50 honor points receive the 
Distinguished Service Award. There is no 
limit on the number of Distinguished Service 

Awards a member may receive. 
To learn more about Honor and 

Distinguished Service Awards, go to  
https://www.entnet.org/content/
honor-and-distinguished-service-awards.  

Five DSAs
Richard M. Rosenfeld, MD, MPH, MBA

Four DSAs
Mark K. Wax, MD

Three DSAs
Andrew Blitzer, MD, DDS
Karen H. Calhoun, MD
Sujana S. Chandrasekhar, MD
B. Tucker Woodson, MD 

Richard M. Rosenfeld, 
MD, MPH, MBA

2020 CORE Grant 
Funding Opportunities
ELECTRONIC SUBMISSION DEADLINES
Letter of Intent: December 16, 2019 – 11:59 pm (ET)
Full Application: January 15, 2020 – 11:59 pm (ET)

To learn more, visit www.entnet.org/CORE.
Questions? Email us at COREGrants@entnet.org.

Over $550,000  
awarded by the CORE 

specialty societies, 
foundations, and 

industry supporters  
in 2019!

http://entnet.org/bulletin
https://www.entnet.org/content/honor-and-distinguished-service-awards
https://www.entnet.org/content/honor-and-distinguished-service-awards
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New Opportunity: Earn ABOHNS Continuing 
Certification credit with accredited CME 

T he Accreditation Council for Continuing 
Medical Education (ACCME®) and the 
American Board of Otolaryngology – Head 

and Neck Surgery (ABOHNS) have collaborated 
to expand opportunities for ABOHNS Board-
Certified Physicians to receive Continuing 
Certification (formerly known as Maintenance of 
Certification or MOC) credit for the high-quality 
accredited continuing medical education (CME) 
activities you are already participating in—
including many of the activities offered by the 
American Academy of Otolaryngology–Head 
and Neck Surgery Foundation (AAO-HNSF).

Our goal is to increase the number and 
diversity of practice-relevant accredited 
CME activities that include a self-assessment 
component to meet the requirements for 
ABOHNS Continuing Certification and to 
reduce burdens—so that you can focus on 
education and learning, not on paperwork. 
Diplomates of the ABOHNS are required to 
complete one self-assessment activity each 
year. This can be accomplished with successful 
participation in CertLink or through completion 
of one of the CME activities also accredited 
for Continuing Certification credit through this 
collaboration between the ACCME and the 
ABOHNS. This improves alignment of learning 
activities that diplomates are already doing with 
Continuing Certification requirements.      

CME + Continuing Certification:  
A simpler, unified process
Accredited CME activities are identified 
with the ABOHNS Continuing Certification 
Recognition Statement. You can search in 
CME Finder (http://www.cmefinder.org/), 
the ACCME’s online search tool, for CME 
activities that count for ABOHNS Continuing 

Certification. The AAO-HNSF currently has 
more than 50 activities available, with the 
number continuing to increase.

Accredited CME providers will need to 
ask for your ABOHNS diplomate ID and date 
of birth (month and day only) to report this 
credit. You may also need to click a button 
or otherwise agree to have your participation 
information sent to ACCME. Your CME 
provider will transmit your participation 
information to the ACCME, and it then will be 
made available to ABOHNS; you do not need 
to report the participation to ABOHNS.

AAO-HNSF Opportunities for 
Continuing Certification
The AAO-HNSF has registered many of their 
activities for ABOHNS Lifelong Learning 
in CME Finder. Academy members can also 
access these courses through AcademyU.org 
Member+, an affordable subscription model of 
200 CME courses for the price of one.

The AAO-HNSF 2019 Annual Meeting & 
OTO Experience held in New Orleans, LA, 
also provided full conference attendees the 
opportunity to earn up to 29 CME/MOC credits. 
As a bonus, 27 Annual Meeting Webcasts are 
available for enduring CME/MOC credit by 
completing the online course, posttest, and 
evaluation. All of these courses can be found at 
AcademyU.org. 

Working Together
The ACCME, ABOHNS, and AAO-HNSF 
share a commitment to promoting safe, 
high-quality patient care and to supporting 
physicians’ lifelong participation in meaningful 
and practice-relevant learning activities that 
can be integrated into the physician’s normal 

workflow. By working together, ABOHNS, 
ACCME, the AAO-HNSF, other accredited 
CME providers, and ABOHNS Board-Certified 
Physicians can leverage the power of education 
to drive quality in our medical profession and 
improve care for the patients we all serve.

The collaboration with ABOHNS 
continues the ACCME’s commitment 
to supporting the goals of continuing 
certification and to easing burdens on 
physicians by enabling them to meet multiple 
professional requirements by participating 
in accredited CME. The ACCME has also 
developed collaborations with these American 
Board of Medical Specialties member boards: 
the American Board of Anesthesiology, 
the American Board of Internal Medicine, 
the American Board of Ophthalmology, 
the American Board of Pathology, and the 
American Board of Pediatrics.

We welcome your feedback and questions. 
Please contact us at info@accme.org.

Look for the ABOHNS Continuing 
Certification Recognition Statement 
The ABOHNS Continuing Certification 
Recognition Statement will be included in 
accredited CME activities that count for 
ABOHNS Continuing Certification credit:

“Successful completion of this CME activity, 
which includes participation in the evaluation 
component, enables the participant to earn their 
required annual part II self-assessment credit in 
the American Board of Otolaryngology – Head 
and Neck Surgery’s Continuing Certification 
program (formerly known as MOC). It is the 
CME activity provider’s responsibility to submit 
participant completion information to ACCME 
for the purpose of recognizing participation.” 

Brian Nussenbaum, 
MD, MHCM, 
Executive Director  
of the American Board 
of Otolaryngology—
Head and Neck 
Surgery

Jeffrey P. Simons, 
MD, Coordinator for 
Education, American 
Academy of 
Otolaryngology–Head 
and Neck Surgery
Foundation

Graham McMahon, 
MD, MMSc, 
President and CEO, 
Accreditation Council 
for Continuing 
Medical Education
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DUPIXENT + INCS
300 mg Q2W for 24 weeks (n=143)

Placebo + INCS for 24 weeks (n=133)

TRIAL 1
(N=276) 24 WEEKS

TRIAL 2
(N=448) 52 WEEKS

Coprimary 
endpoints

Key secondary 
endpoints 

Randomized

Change from baseline at Week 24 in:
•  Daily loss of smell score
•  LMK-CT score
•  SNOT-22 score

Change from baseline at Weeks 24 and 52 in:
•  NC score (at Week 52)
•  NPS (at Week 52)
•  Daily loss of smell score
•  LMK-CT score
•  SNOT-22 score

Adults (≥18 years) on background intranasal corticosteroidsc with CRSwNP despite prior sino-nasal surgery or prior treatment with, or who were 
ineligible to receive or were intolerant to, systemic corticosteroids in the past 2 years

Patients with chronic rhinosinusitis without nasal polyposis were not included in these trials

Rescue with systemic corticosteroids or surgery was allowed at investigators’ discretion

The total population of patients in Trials 1 and 2 was unrestricted by minimum baseline blood eosinophil count 

DUPIXENT + INCS
300 mg Q2W for 52 weeks (n=150)a 

DUPIXENT + INCS
300 mg Q2W for 24 weeks, followed by Q4Wb through Week 52 (n=145)a

Placebo + INCS for 52 weeks (n=153)

Change from baseline at Week 24 in:
•  Nasal congestion/obstruction score averaged over 28 days (NC) 
•  Bilateral endoscopic nasal polyp score (NPS) 

Study
population

Change from baseline at Week 52 in proportion of patients requiring SCS or sino-nasal surgery Prespecified 
pooled analysis 

THE ONLY BIOLOGIC APPROVED
IN CHRONIC RHINOSINUSITIS 

WITH NASAL POLYPOSIS

DUPIXENT TRIALS ENROLLED A TOTAL POPULATION 
OF 724 PATIENTS WITH UNCONTROLLED CRSwNP DESPITE 
PRIOR SURGERY OR SCS USE1,2

a In Trial 2, data from baseline to Week 24 are pooled from DUPIXENT Q2W treatment arms (n=295).
b The recommended dose of DUPIXENT for adult patients with CRSwNP is 300 mg given subcutaneously every other week.
c All patients in the placebo and DUPIXENT arms were on a background therapy of intranasal corticosteroids (INCS), 
mometasone furoate nasal spray.

d Higher scores indicate greater disease severity.

 AM, morning; LMK-CT, Lund-Mackay computed tomography; NSAID-ERD, nonsteroidal anti-inflammatory drug-exacerbated respiratory disease; 
Q2W, once every 2 weeks; Q4W, once every 4 weeks; SCS, systemic corticosteroid; SNOT-22, 22-Item Sino-Nasal Outcome Test.

TRIAL 1: 24 WEEKS (N=276)–Mean age: 50 years; male: 57%; mean CRSwNP duration: 11 years; patients with ≥1 prior 
surgery: 72%; patients with SCS use in previous 2 years: 65%; mean bilateral endoscopic NPS,d range 0-8: 5.8; mean 
nasal congestion (NC) score,d range 0-3: 2.4; mean LMK sinus CT total score,d range 0-24: 19; mean loss of smell scored 
(AM), range 0-3: 2.7; mean SNOT-22 total score,d range 0-110: 49.4; mean blood eosinophil count: 440 cells/μL; mean 
total IgE: 212 IU/mL; atopic medical history, overall: 75%; asthma: 58%; NSAID-ERD: 30%.
TRIAL 2: 52 WEEKS (N=448)–Mean age: 52 years; male: 62%; mean CRSwNP duration: 11 years; patients with ≥1 prior 
surgery: 58%; patients with SCS use in previous 2 years: 80%; mean bilateral endoscopic NPS,d range 0-8: 6.1; mean 
nasal congestion (NC) score,d range 0-3: 2.4; mean LMK sinus CT total score,d range 0-24: 18; mean loss of smell scored 
(AM), range 0-3: 2.8; mean SNOT-22 total score,d range 0-110: 51.9; mean blood eosinophil count: 430 cells/μL; mean 
total IgE: 240 IU/mL; atopic medical history, overall: 82%; asthma: 60%; NSAID-ERD: 27%.

Patient demographics

In Trials 1 and 2, all subjects had evidence of sinus opacification on the Lund-Mackay (LMK) sinus CT scan, and 
73% to 90% of subjects had opacification of all sinuses. Prior surgery patients had a mean number of 2.0 prior 
surgeries, and SCS use patients had 1.6 SCS courses in the previous 2 years.

~79% of patients enrolled in both trials had atopic diseases

DUPIXENT is the first and only dual inhibitor of 
IL-4 and IL-13 signaling approved in CRSwNP1

INDICATION
DUPIXENT is indicated as an add-on maintenance treatment in adult patients with inadequately 
controlled chronic rhinosinusitis with nasal polyposis (CRSwNP).

Please see additional Important Safety Information throughout and 
brief summary of full Prescribing Information on the following pages.

IMPORTANT SAFETY INFORMATION
CONTRAINDICATION: DUPIXENT is contraindicated in patients with known hypersensitivity to 
dupilumab or any of its excipients.

WARNINGS AND PRECAUTIONS
Hypersensitivity: Hypersensitivity reactions, including generalized urticaria, rash, erythema nodosum, 
anaphylaxis and serum sickness or serum sickness-like reactions, were reported in <1% of subjects who 
received DUPIXENT in clinical trials. If a clinically significant hypersensitivity reaction occurs, institute 
appropriate therapy and discontinue DUPIXENT.
Conjunctivitis and Keratitis: Conjunctivitis occurred more frequently in subjects with chronic rhinosinusitis 
with nasal polyposis who received DUPIXENT. There were no cases of keratitis reported in the CRSwNP 
development program. Advise patients to report new onset or worsening eye symptoms to their 
healthcare provider.
Eosinophilic Conditions: Patients being treated for asthma may present with serious systemic 
eosinophilia sometimes presenting with clinical features of eosinophilic pneumonia or vasculitis consistent 
with eosinophilic granulomatosis with polyangiitis (EGPA), conditions which are often treated with systemic 
corticosteroid therapy. These events may be associated with the reduction of oral corticosteroid therapy. 
Physicians should be alert to vasculitic rash, worsening pulmonary symptoms, cardiac complications, and/or 
neuropathy presenting in their patients with eosinophilia. Cases of eosinophilic pneumonia were reported 
in adult patients who participated in the asthma development program and cases of vasculitis consistent 
with EGPA have been reported with DUPIXENT in adult patients who participated in the asthma development 
program as well as in adult patients with co-morbid asthma in the CRSwNP development program. A causal 
association between DUPIXENT and these conditions has not been established.

Visit DupixentHCP.com/CRSwNP
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The total population of patients in Trials 1 and 2 was unrestricted by minimum baseline blood eosinophil count 

DUPIXENT + INCS
300 mg Q2W for 52 weeks (n=150)a 

DUPIXENT + INCS
300 mg Q2W for 24 weeks, followed by Q4Wb through Week 52 (n=145)a

Placebo + INCS for 52 weeks (n=153)

Change from baseline at Week 24 in:
•  Nasal congestion/obstruction score averaged over 28 days (NC) 
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Change from baseline at Week 52 in proportion of patients requiring SCS or sino-nasal surgery Prespecified 
pooled analysis 

THE ONLY BIOLOGIC APPROVED
IN CHRONIC RHINOSINUSITIS 

WITH NASAL POLYPOSIS

DUPIXENT TRIALS ENROLLED A TOTAL POPULATION 
OF 724 PATIENTS WITH UNCONTROLLED CRSwNP DESPITE 
PRIOR SURGERY OR SCS USE1,2

a In Trial 2, data from baseline to Week 24 are pooled from DUPIXENT Q2W treatment arms (n=295).
b The recommended dose of DUPIXENT for adult patients with CRSwNP is 300 mg given subcutaneously every other week.
c All patients in the placebo and DUPIXENT arms were on a background therapy of intranasal corticosteroids (INCS), 
mometasone furoate nasal spray.

d Higher scores indicate greater disease severity.

 AM, morning; LMK-CT, Lund-Mackay computed tomography; NSAID-ERD, nonsteroidal anti-inflammatory drug-exacerbated respiratory disease; 
Q2W, once every 2 weeks; Q4W, once every 4 weeks; SCS, systemic corticosteroid; SNOT-22, 22-Item Sino-Nasal Outcome Test.

TRIAL 1: 24 WEEKS (N=276)–Mean age: 50 years; male: 57%; mean CRSwNP duration: 11 years; patients with ≥1 prior 
surgery: 72%; patients with SCS use in previous 2 years: 65%; mean bilateral endoscopic NPS,d range 0-8: 5.8; mean 
nasal congestion (NC) score,d range 0-3: 2.4; mean LMK sinus CT total score,d range 0-24: 19; mean loss of smell scored 
(AM), range 0-3: 2.7; mean SNOT-22 total score,d range 0-110: 49.4; mean blood eosinophil count: 440 cells/μL; mean 
total IgE: 212 IU/mL; atopic medical history, overall: 75%; asthma: 58%; NSAID-ERD: 30%.
TRIAL 2: 52 WEEKS (N=448)–Mean age: 52 years; male: 62%; mean CRSwNP duration: 11 years; patients with ≥1 prior 
surgery: 58%; patients with SCS use in previous 2 years: 80%; mean bilateral endoscopic NPS,d range 0-8: 6.1; mean 
nasal congestion (NC) score,d range 0-3: 2.4; mean LMK sinus CT total score,d range 0-24: 18; mean loss of smell scored 
(AM), range 0-3: 2.8; mean SNOT-22 total score,d range 0-110: 51.9; mean blood eosinophil count: 430 cells/μL; mean 
total IgE: 240 IU/mL; atopic medical history, overall: 82%; asthma: 60%; NSAID-ERD: 27%.

Patient demographics

In Trials 1 and 2, all subjects had evidence of sinus opacification on the Lund-Mackay (LMK) sinus CT scan, and 
73% to 90% of subjects had opacification of all sinuses. Prior surgery patients had a mean number of 2.0 prior 
surgeries, and SCS use patients had 1.6 SCS courses in the previous 2 years.

~79% of patients enrolled in both trials had atopic diseases

DUPIXENT is the first and only dual inhibitor of 
IL-4 and IL-13 signaling approved in CRSwNP1

INDICATION
DUPIXENT is indicated as an add-on maintenance treatment in adult patients with inadequately 
controlled chronic rhinosinusitis with nasal polyposis (CRSwNP).

Please see additional Important Safety Information throughout and 
brief summary of full Prescribing Information on the following pages.

IMPORTANT SAFETY INFORMATION
CONTRAINDICATION: DUPIXENT is contraindicated in patients with known hypersensitivity to 
dupilumab or any of its excipients.

WARNINGS AND PRECAUTIONS
Hypersensitivity: Hypersensitivity reactions, including generalized urticaria, rash, erythema nodosum, 
anaphylaxis and serum sickness or serum sickness-like reactions, were reported in <1% of subjects who 
received DUPIXENT in clinical trials. If a clinically significant hypersensitivity reaction occurs, institute 
appropriate therapy and discontinue DUPIXENT.
Conjunctivitis and Keratitis: Conjunctivitis occurred more frequently in subjects with chronic rhinosinusitis 
with nasal polyposis who received DUPIXENT. There were no cases of keratitis reported in the CRSwNP 
development program. Advise patients to report new onset or worsening eye symptoms to their 
healthcare provider.
Eosinophilic Conditions: Patients being treated for asthma may present with serious systemic 
eosinophilia sometimes presenting with clinical features of eosinophilic pneumonia or vasculitis consistent 
with eosinophilic granulomatosis with polyangiitis (EGPA), conditions which are often treated with systemic 
corticosteroid therapy. These events may be associated with the reduction of oral corticosteroid therapy. 
Physicians should be alert to vasculitic rash, worsening pulmonary symptoms, cardiac complications, and/or 
neuropathy presenting in their patients with eosinophilia. Cases of eosinophilic pneumonia were reported 
in adult patients who participated in the asthma development program and cases of vasculitis consistent 
with EGPA have been reported with DUPIXENT in adult patients who participated in the asthma development 
program as well as in adult patients with co-morbid asthma in the CRSwNP development program. A causal 
association between DUPIXENT and these conditions has not been established.

Visit DupixentHCP.com/CRSwNP

DUP.19.08.0248_R01_SNPU_ENT_Journal.indd   2 10/15/19   9:16 PM



-0.6

-0.4

-0.8

-1.0

-1.2

-1.4

-0.2

Weeks

4 8 16 48

0.0

0 12 20 28 32 36 40 44

-1.6

-1.8

-2.0

-2.2

-2.4

-2.6

Post-treatment period off DUPIXENT

-0.45

-1.34

-0.10

-0.51

with DUPIXENT Q2W + INCS (baseline score 2.26)
vs 18% improvement with placebo + INCS

(baseline score 2.45) (LSM difference vs placebo:
-0.89 [95% CI: -1.07, -0.71])

59% IMPROVEMENT
at Week 24

LS
M

 c
ha

ng
e 

fr
om

 b
as

el
in

e 
in

 N
C 

sc
or

e

DUPIXENT 300 mg Q2W + INCS (n=143)

Placebo + INCS (n=133)
Not on DUPIXENT or placebo

24

DUPIXENT RAPIDLY IMPROVED NASAL CONGESTION AND 
OBSTRUCTION AS EARLY AS WEEK 4 AND AT WEEK 24

Significantly improved NC score and NPS vs placebo at 
Week 24 (primary endpoints)1-3

Change in NC score through Week 48 in Trial 1

NC score improved as early as Week 4 in Trial 1 (LSM difference vs placebo: -0.41 [95% CI: -0.52, -0.30])1

NPS at Week 24 (Trial 1: coprimary endpoint)1

•  34% IMPROVEMENT with DUPIXENT Q2W + INCS (n=143) (-1.89 from a baseline score of 5.64) vs 
3% worsening with placebo + INCS (n=133) (0.17 from a baseline score of 5.86) (LSM difference: -2.06 
[95% CI: -2.43, -1.69])

IMPORTANT SAFETY INFORMATION
WARNINGS AND PRECAUTIONS (cont’d)
 Reduction of Corticosteroid Dosage: Do not discontinue systemic, topical, or inhaled corticosteroids 
abruptly upon initiation with DUPIXENT. Reductions in corticosteroid dose, if appropriate, should be gradual 
and performed under the direct supervision of a physician. Reduction in corticosteroid dose may be associated 
with systemic withdrawal symptoms and/or unmask conditions previously suppressed by systemic 
corticosteroid therapy.

NC score (range 0 to 3): reduced score indicates improvement; NPS (range 0 to 8): reduced score indicates improvement.

LSM, least squares mean.

Visit DupixentHCP.com/CRSwNP

NC score improved as early as Week 4 in Trial 2 
 -0.52 with DUPIXENT Q2W + INCS (n=295, pooled DUPIXENT arms) vs -0.16 with placebo + INCS (n=153) 
(LSM difference: -0.37 [95% CI: -0.46, -0.27])1,2

with DUPIXENT Q2W + INCS (n=150) (-1.35 from 
a baseline score of 2.48) vs 16% improvement 
with placebo + INCS (n=153) (-0.37 from a 
baseline score of 2.38) (LSM difference: -0.98 
[95% CI: -1.17, -0.79])

with DUPIXENT Q2W + INCS (n=295, pooled 
DUPIXENT arms) (-1.25 from a baseline score of 
2.46) vs 16% improvement with placebo + INCS 
(n=153) (-0.38 from a baseline score of 2.38) 
(LSM difference: -0.87 [95% CI: -1.03, -0.71])

DUPIXENT RAPIDLY IMPROVED NASAL CONGESTION 
AND OBSTRUCTION AS EARLY AS WEEK 4, AT WEEK 24, 
AND SUSTAINED THROUGH 52 WEEKS

Significantly improved NC score and NPS vs placebo at Weeks 24 
(primary endpoints) and 52 (secondary endpoints) in Trial 21-3

IMPORTANT SAFETY INFORMATION
WARNINGS AND PRECAUTIONS (cont’d)
Patients with Co-Morbid Asthma: Advise patients with co-morbid asthma not to adjust or stop their asthma 
treatments without consultation with their physician.
Parasitic (Helminth) Infections: It is unknown if DUPIXENT will influence the immune response against 
helminth infections. Treat patients with pre-existing helminth infections before initiating therapy with 
DUPIXENT. If patients become infected while receiving treatment with DUPIXENT and do not respond to 
anti-helminth treatment, discontinue treatment with DUPIXENT until the infection resolves.

NPS at Week 24 (Trial 2: coprimary endpoint)1

•  28% IMPROVEMENT with DUPIXENT Q2W + INCS (n=295, pooled DUPIXENT arms) (-1.71 from a 
baseline score of 6.18) vs 2% worsening with placebo + INCS (n=153) (0.10 from a baseline score 
of 5.96) (LSM difference: -1.80 [95% CI: -2.10, -1.51])

Please see additional Important Safety Information throughout and  
brief summary of full Prescribing Information on the following pages. 

NPS at Week 52 (Trial 2: secondary endpoint)1-3

•  37% IMPROVEMENT with DUPIXENT Q2W + INCS (n=150) (-2.24 from a baseline score of 6.07) vs 
3% worsening with placebo + INCS (n=153) (0.15 from a baseline score of 5.96) (LSM difference: 
-2.40 [95% CI: -2.77, -2.02])

IMPROVEMENT 
IN NC SCORE 

At Week 24

51% IMPROVEMENT 
IN NC SCORE 

At Week 52

54%
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DUPIXENT 300 mg Q2W + INCS (n=143)

Placebo + INCS (n=133)
Not on DUPIXENT or placebo

24

DUPIXENT RAPIDLY IMPROVED NASAL CONGESTION AND 
OBSTRUCTION AS EARLY AS WEEK 4 AND AT WEEK 24

Significantly improved NC score and NPS vs placebo at 
Week 24 (primary endpoints)1-3

Change in NC score through Week 48 in Trial 1

NC score improved as early as Week 4 in Trial 1 (LSM difference vs placebo: -0.41 [95% CI: -0.52, -0.30])1

NPS at Week 24 (Trial 1: coprimary endpoint)1

•  34% IMPROVEMENT with DUPIXENT Q2W + INCS (n=143) (-1.89 from a baseline score of 5.64) vs 
3% worsening with placebo + INCS (n=133) (0.17 from a baseline score of 5.86) (LSM difference: -2.06 
[95% CI: -2.43, -1.69])

IMPORTANT SAFETY INFORMATION
WARNINGS AND PRECAUTIONS (cont’d)
 Reduction of Corticosteroid Dosage: Do not discontinue systemic, topical, or inhaled corticosteroids 
abruptly upon initiation with DUPIXENT. Reductions in corticosteroid dose, if appropriate, should be gradual 
and performed under the direct supervision of a physician. Reduction in corticosteroid dose may be associated 
with systemic withdrawal symptoms and/or unmask conditions previously suppressed by systemic 
corticosteroid therapy.

NC score (range 0 to 3): reduced score indicates improvement; NPS (range 0 to 8): reduced score indicates improvement.

LSM, least squares mean.

Visit DupixentHCP.com/CRSwNP

NC score improved as early as Week 4 in Trial 2 
 -0.52 with DUPIXENT Q2W + INCS (n=295, pooled DUPIXENT arms) vs -0.16 with placebo + INCS (n=153) 
(LSM difference: -0.37 [95% CI: -0.46, -0.27])1,2

with DUPIXENT Q2W + INCS (n=150) (-1.35 from 
a baseline score of 2.48) vs 16% improvement 
with placebo + INCS (n=153) (-0.37 from a 
baseline score of 2.38) (LSM difference: -0.98 
[95% CI: -1.17, -0.79])

with DUPIXENT Q2W + INCS (n=295, pooled 
DUPIXENT arms) (-1.25 from a baseline score of 
2.46) vs 16% improvement with placebo + INCS 
(n=153) (-0.38 from a baseline score of 2.38) 
(LSM difference: -0.87 [95% CI: -1.03, -0.71])

DUPIXENT RAPIDLY IMPROVED NASAL CONGESTION 
AND OBSTRUCTION AS EARLY AS WEEK 4, AT WEEK 24, 
AND SUSTAINED THROUGH 52 WEEKS

Significantly improved NC score and NPS vs placebo at Weeks 24 
(primary endpoints) and 52 (secondary endpoints) in Trial 21-3

IMPORTANT SAFETY INFORMATION
WARNINGS AND PRECAUTIONS (cont’d)
Patients with Co-Morbid Asthma: Advise patients with co-morbid asthma not to adjust or stop their asthma 
treatments without consultation with their physician.
Parasitic (Helminth) Infections: It is unknown if DUPIXENT will influence the immune response against 
helminth infections. Treat patients with pre-existing helminth infections before initiating therapy with 
DUPIXENT. If patients become infected while receiving treatment with DUPIXENT and do not respond to 
anti-helminth treatment, discontinue treatment with DUPIXENT until the infection resolves.

NPS at Week 24 (Trial 2: coprimary endpoint)1

•  28% IMPROVEMENT with DUPIXENT Q2W + INCS (n=295, pooled DUPIXENT arms) (-1.71 from a 
baseline score of 6.18) vs 2% worsening with placebo + INCS (n=153) (0.10 from a baseline score 
of 5.96) (LSM difference: -1.80 [95% CI: -2.10, -1.51])

Please see additional Important Safety Information throughout and  
brief summary of full Prescribing Information on the following pages. 

NPS at Week 52 (Trial 2: secondary endpoint)1-3

•  37% IMPROVEMENT with DUPIXENT Q2W + INCS (n=150) (-2.24 from a baseline score of 6.07) vs 
3% worsening with placebo + INCS (n=153) (0.15 from a baseline score of 5.96) (LSM difference: 
-2.40 [95% CI: -2.77, -2.02])

IMPROVEMENT 
IN NC SCORE 

At Week 24

51% IMPROVEMENT 
IN NC SCORE 

At Week 52

54%
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DUPIXENT RAPIDLY IMPROVED DAILY LOSS OF SMELL SCORE 
AS EARLY AS WEEK 4, SUSTAINED THROUGH 52 WEEKS

DUPIXENT REDUCED SCS USE AND NEED FOR 
SINO-NASAL SURGERY

Significantly reduced SCS use or the need for sino-nasal surgery vs placebo over 
52 weeks in a pooled analysis of Trials 1 and 2 (HR: 0.24 [95% CI: 0.17, 0.35])1

75% REDUCTION in SCS courses per year (RR: 0.25 [95% CI: 0.17, 0.37])a

DUPIXENT 300 mg Q2W + INCS (Day 0: n=438; Week 24: n=376; Week 52: n=100); 
 vs placebo + INCS (Day 0: n=286; Week 24: n=187; Week 52: n=61)

 
(HR: 0.26 [95% CI: 0.18, 0.38])

74% REDUCTION IN THE PROPORTION OF PATIENTS 
WHO REQUIRED SCS USE AT WEEK 52a

(HR: 0.17 [95% CI: 0.07, 0.46])

83% REDUCTION IN THE PROPORTION OF PATIENTS 
WHO REQUIRED SINO-NASAL SURGERY AT WEEK 52a

a  Individually, SCS reduction and need for sino-nasal surgery were not multiplicity adjusted endpoints.

HR, hazard ratio; RR, risk ratio.

The safety profile of DUPIXENT Q2W through Week 52 was generally consistent with the safety profile observed at 
Week 24.
In the safety pool, the proportion of subjects who discontinued treatment due to adverse events was 5% in the 
placebo group and 2% in the DUPIXENT Q2W group.
In subjects with CRSwNP, the frequency of conjunctivitis was 2% in the DUPIXENT group compared with 1% in the 
placebo group in the 24-week safety pool; these subjects recovered. There were no cases of keratitis reported in the 
CRSwNP development program.
In Trial 2 (52 weeks), the frequency of conjunctivitis was 3% in the DUPIXENT group compared with 1% in the 
placebo group; all of these subjects recovered.

Safety Data

Visit DupixentHCP.com/CRSwNP

IMPORTANT SAFETY INFORMATION
ADVERSE REACTIONS: The most common adverse reactions (incidence 
≥1%) in patients with CRSwNP are injection site reactions, eosinophilia, 
insomnia, toothache, gastritis, arthralgia, and conjunctivitis.

DRUG INTERACTIONS: Avoid use of live vaccines in patients treated 
with DUPIXENT.

Daily loss of smell score improved as early as Week 4 in Trial 2 
•   -0.38 with DUPIXENT Q2W + INCS (n=295, pooled DUPIXENT arms) vs -0.07 with 

placebo + INCS (n=153) (LSM difference vs placebo: -0.31 [95% CI: -0.41, -0.22])3

with DUPIXENT Q2W + INCS (n=150) (-1.29 from a baseline score of 2.81) vs 7% improvement 
with placebo + INCS (n=153) (-0.19 from a baseline score of 2.72) (LSM difference: -1.10 
[95% CI: -1.31, -0.89])1-3

46% IMPROVEMENT AT WEEK 52 IN TRIAL 2

Significantly improved daily loss of smell score vs placebo at Weeks 24 and 52 
(secondary endpoints)1-3

Daily loss of smell score (range 0 to 3): reduced score indicates improvement.

Daily loss of smell score at Week 24 (Trial 2: secondary endpoint)1,3

•  44% IMPROVEMENT with DUPIXENT Q2W + INCS (n=295, pooled DUPIXENT arms) (-1.21 from a 
baseline score of 2.77) vs 8% improvement with placebo + INCS (n=153) (-0.23 from a baseline 
score of 2.72) (LSM difference: -0.98 [95% CI: -1.15, -0.81])

Daily loss of smell score at Week 24 (Trial 1: secondary endpoint)1,3

•  52% IMPROVEMENT with DUPIXENT Q2W + INCS (n=143) (-1.41 from a baseline score of 2.70) 
vs 11% improvement with placebo + INCS (n=133) (-0.29 from a baseline score of 2.73) 
(LSM difference: -1.12 [95% CI: -1.31, -0.93])

IMPORTANT SAFETY INFORMATION
USE IN SPECIFIC POPULATIONS
•   Pregnancy: Available data from case reports and case series with DUPIXENT use in pregnant women 

have not identified a drug-associated risk of major birth defects, miscarriage or adverse maternal or fetal 
outcomes. Human IgG antibodies are known to cross the placental barrier; therefore, DUPIXENT may be 
transmitted from the mother to the developing fetus.

•   Lactation: There are no data on the presence of DUPIXENT in human milk, the effects on the breastfed 
infant, or the effects on milk production. Maternal IgG is known to be present in human milk. The 
developmental and health benefits of breastfeeding should be considered along with the mother’s clinical 
need for DUPIXENT and any potential adverse effects on the breastfed child from DUPIXENT or from the 
underlying maternal condition.

Please see brief summary of full Prescribing Information on the 
following pages. 

References: 1. DUPIXENT Prescribing Information. 2. Data on file, Sanofi US. 2019. 
3. Data on file, Sanofi US. CSR SAR231893/REGN668, 2018.

DUP.19.08.0248_R01_SNPU_ENT_Journal.indd   5-6 10/15/19   9:16 PM



© 2019 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. DUP.19.08.0248

DUPIXENT RAPIDLY IMPROVED DAILY LOSS OF SMELL SCORE 
AS EARLY AS WEEK 4, SUSTAINED THROUGH 52 WEEKS

DUPIXENT REDUCED SCS USE AND NEED FOR 
SINO-NASAL SURGERY

Significantly reduced SCS use or the need for sino-nasal surgery vs placebo over 
52 weeks in a pooled analysis of Trials 1 and 2 (HR: 0.24 [95% CI: 0.17, 0.35])1

75% REDUCTION in SCS courses per year (RR: 0.25 [95% CI: 0.17, 0.37])a

DUPIXENT 300 mg Q2W + INCS (Day 0: n=438; Week 24: n=376; Week 52: n=100); 
 vs placebo + INCS (Day 0: n=286; Week 24: n=187; Week 52: n=61)

 
(HR: 0.26 [95% CI: 0.18, 0.38])

74% REDUCTION IN THE PROPORTION OF PATIENTS 
WHO REQUIRED SCS USE AT WEEK 52a

(HR: 0.17 [95% CI: 0.07, 0.46])

83% REDUCTION IN THE PROPORTION OF PATIENTS 
WHO REQUIRED SINO-NASAL SURGERY AT WEEK 52a

a  Individually, SCS reduction and need for sino-nasal surgery were not multiplicity adjusted endpoints.

HR, hazard ratio; RR, risk ratio.

The safety profile of DUPIXENT Q2W through Week 52 was generally consistent with the safety profile observed at 
Week 24.
In the safety pool, the proportion of subjects who discontinued treatment due to adverse events was 5% in the 
placebo group and 2% in the DUPIXENT Q2W group.
In subjects with CRSwNP, the frequency of conjunctivitis was 2% in the DUPIXENT group compared with 1% in the 
placebo group in the 24-week safety pool; these subjects recovered. There were no cases of keratitis reported in the 
CRSwNP development program.
In Trial 2 (52 weeks), the frequency of conjunctivitis was 3% in the DUPIXENT group compared with 1% in the 
placebo group; all of these subjects recovered.

Safety Data

Visit DupixentHCP.com/CRSwNP

IMPORTANT SAFETY INFORMATION
ADVERSE REACTIONS: The most common adverse reactions (incidence 
≥1%) in patients with CRSwNP are injection site reactions, eosinophilia, 
insomnia, toothache, gastritis, arthralgia, and conjunctivitis.

DRUG INTERACTIONS: Avoid use of live vaccines in patients treated 
with DUPIXENT.

Daily loss of smell score improved as early as Week 4 in Trial 2 
•   -0.38 with DUPIXENT Q2W + INCS (n=295, pooled DUPIXENT arms) vs -0.07 with 

placebo + INCS (n=153) (LSM difference vs placebo: -0.31 [95% CI: -0.41, -0.22])3

with DUPIXENT Q2W + INCS (n=150) (-1.29 from a baseline score of 2.81) vs 7% improvement 
with placebo + INCS (n=153) (-0.19 from a baseline score of 2.72) (LSM difference: -1.10 
[95% CI: -1.31, -0.89])1-3

46% IMPROVEMENT AT WEEK 52 IN TRIAL 2

Significantly improved daily loss of smell score vs placebo at Weeks 24 and 52 
(secondary endpoints)1-3

Daily loss of smell score (range 0 to 3): reduced score indicates improvement.

Daily loss of smell score at Week 24 (Trial 2: secondary endpoint)1,3

•  44% IMPROVEMENT with DUPIXENT Q2W + INCS (n=295, pooled DUPIXENT arms) (-1.21 from a 
baseline score of 2.77) vs 8% improvement with placebo + INCS (n=153) (-0.23 from a baseline 
score of 2.72) (LSM difference: -0.98 [95% CI: -1.15, -0.81])

Daily loss of smell score at Week 24 (Trial 1: secondary endpoint)1,3

•  52% IMPROVEMENT with DUPIXENT Q2W + INCS (n=143) (-1.41 from a baseline score of 2.70) 
vs 11% improvement with placebo + INCS (n=133) (-0.29 from a baseline score of 2.73) 
(LSM difference: -1.12 [95% CI: -1.31, -0.93])

IMPORTANT SAFETY INFORMATION
USE IN SPECIFIC POPULATIONS
•   Pregnancy: Available data from case reports and case series with DUPIXENT use in pregnant women 

have not identified a drug-associated risk of major birth defects, miscarriage or adverse maternal or fetal 
outcomes. Human IgG antibodies are known to cross the placental barrier; therefore, DUPIXENT may be 
transmitted from the mother to the developing fetus.

•   Lactation: There are no data on the presence of DUPIXENT in human milk, the effects on the breastfed 
infant, or the effects on milk production. Maternal IgG is known to be present in human milk. The 
developmental and health benefits of breastfeeding should be considered along with the mother’s clinical 
need for DUPIXENT and any potential adverse effects on the breastfed child from DUPIXENT or from the 
underlying maternal condition.

Please see brief summary of full Prescribing Information on the 
following pages. 

References: 1. DUPIXENT Prescribing Information. 2. Data on file, Sanofi US. 2019. 
3. Data on file, Sanofi US. CSR SAR231893/REGN668, 2018.
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Brief Summary of Prescribing Information
1 INDICATIONS AND USAGE
1.3  Chronic Rhinosinusitis with Nasal Polyposis
DUPIXENT is indicated as an add-on maintenance treatment in adult 
patients with inadequately controlled chronic rhinosinusitis with nasal 
polyposis (CRSwNP).
4 CONTRAINDICATIONS
DUPIXENT is contraindicated in patients who have known hypersensitivity 
to dupilumab or any of its excipients [see Warnings and Precautions (5.1)].
5 WARNINGS AND PRECAUTIONS
5.1 Hypersensitivity
Hypersensitivity reactions, including generalized urticaria, rash, erythema 
nodosum and serum sickness or serum sickness-like reactions, were 
reported in less than 1% of subjects who received DUPIXENT in clinical 
trials. If a clinically significant hypersensitivity reaction occurs, institute 
appropriate therapy and discontinue DUPIXENT [see Adverse Reactions 
(6.1, 6.2)].
5.2 Conjunctivitis and Keratitis
In subjects with CRSwNP, the frequency of conjunctivitis was 2% in the 
DUPIXENT group compared to 1% in the placebo group in the 24-week 
safety pool; these subjects recovered. There were no cases of keratitis 
reported in the CRSwNP development program [see Adverse Reactions 
(6.1)].
Advise patients to report new onset or worsening eye symptoms to their 
healthcare provider.
5.3 Eosinophilic Conditions
Patients being treated for asthma may present with serious systemic 
eosinophilia sometimes presenting with clinical features of eosinophilic 
pneumonia or vasculitis consistent with eosinophilic granulomatosis 
with polyangiitis, conditions which are often treated with systemic 
corticosteroid therapy. These events may be associated with the reduction 
of oral corticosteroid therapy. Physicians should be alert to vasculitic 
rash, worsening pulmonary symptoms, cardiac complications, and/or 
neuropathy presenting in their patients with eosinophilia. Cases of 
eosinophilic pneumonia were reported in adult patients who participated 
in the asthma development program and cases of vasculitis consistent 
with eosinophilic granulomatosis with polyangiitis have been reported with 
DUPIXENT in adult patients who participated in the asthma development 
program as well as in adult patients with co-morbid asthma in the CRSwNP 
development program. A causal association between DUPIXENT and these 
conditions has not been established.
5.5 Reduction of Corticosteroid Dosage
Do not discontinue systemic, topical, or inhaled corticosteroids abruptly 
upon initiation of therapy with DUPIXENT. Reductions in corticosteroid 
dose, if appropriate, should be gradual and performed under the direct 
supervision of a physician. Reduction in corticosteroid dose may be 
associated with systemic withdrawal symptoms and/or unmask conditions 
previously suppressed by systemic corticosteroid therapy.
5.6 Patients with Comorbid Asthma
Advise patients with CRSwNP who have co-morbid asthma not to adjust or 
stop their asthma treatments without consultation with their physicians.
5.7 Parasitic (Helminth) Infections
Patients with known helminth infections were excluded from participation 
in clinical studies. It is unknown if DUPIXENT will influence the immune 
response against helminth infections.
Treat patients with pre-existing helminth infections before initiating therapy 
with DUPIXENT. If patients become infected while receiving treatment 
with DUPIXENT and do not respond to antihelminth treatment, discontinue 
treatment with DUPIXENT until the infection resolves.
6 ADVERSE REACTIONS
The following adverse reactions are discussed in greater detail elsewhere 
in the labeling:
 • Hypersensitivity [see Warnings and Precautions (5.1)]
 • Conjunctivitis and Keratitis [see Warnings and Precautions (5.2)]
6.1 Clinical Trials Experience
Because clinical trials are conducted under widely varying conditions, 
adverse reaction rates observed in the clinical trials of a drug cannot be 
directly compared to rates in the clinical trials of another drug and may not 
reflect the rates observed in practice.
Chronic Rhinosinusitis with Nasal Polyposis
A total of 722 adult subjects with chronic rhinosinusitis with nasal polyposis 
(CRSwNP) were evaluated in 2 randomized, placebo-controlled, multicenter 
trials of 24 to 52 weeks duration (CSNP Trials 1 and 2). The safety pool 
consisted of data from the first 24 weeks of treatment from both studies.
In the safety pool, the proportion of subjects who discontinued treatment 
due to adverse events was 5% of the placebo group and 2% of the 
DUPIXENT 300 mg Q2W group.
Table 4 summarizes the adverse reactions that occurred at a rate of at least 
1% in subjects treated with DUPIXENT and at a higher rate than in their 
respective comparator group in CSNP Trials 1 and 2.

Table 4: Adverse Reactions Occurring in ≥1% of the DUPIXENT Group 
in CRSwNP Trials 1 and 2 and Greater than Placebo (24 Week Safety 
Pool)

a  Injection site reactions cluster includes injection site reaction, pain, 
bruising and swelling.

b  Conjunctivitis cluster includes conjunctivitis, allergic conjunctivitis, 
bacterial conjunctivitis, viral conjunctivitis, giant papillary conjunctivitis, 
eye irritation, and eye inflammation.

The safety profile of DUPIXENT through Week 52 was generally consistent 
with the safety profile observed at Week 24.
Specific Adverse Reactions
Conjunctivitis
In the 52-week CRSwNP study (CSNP Trial 2), the frequency of 
conjunctivitis was 3% in the DUPIXENT subjects and 1% in the placebo 
subjects; all of these subjects recovered [see Warnings and Precautions 
(5.2)].
Eczema Herpeticum and Herpes Zoster
Among CRSwNP subjects there were no reported cases of herpes zoster or 
eczema herpeticum.
Hypersensitivity Reactions
Hypersensitivity reactions were reported in <1% of DUPIXENT-treated 
subjects. These included serum sickness reaction, serum sickness-like 
reaction, generalized urticaria, rash, erythema nodosum, and anaphylaxis 
[see Contraindications (4), Warnings and Precautions (5.1), and Adverse 
Reactions (6.2)].
Eosinophils
DUPIXENT-treated subjects had a greater initial increase from baseline in 
blood eosinophil count compared to subjects treated with placebo. In 
subjects with CRSwNP, the mean and median increases in blood 
eosinophils from baseline to Week 16 were 150 and 50 cells/mcL, 
respectively. 
Across all indications, the incidence of treatment-emergent eosinophilia 
(≥500 cells/mcL) was similar in DUPIXENT and placebo groups. Treatment-
emergent eosinophilia (≥5,000 cells/mcL) was reported in <2% of 
DUPIXENT-treated patients and <0.5% in placebo-treated patients. Blood 
eosinophil counts declined to near baseline levels during study treatment 
[see Warnings and Precautions (5.3)].
Cardiovascular (CV)
In the 24-week placebo controlled trial in subjects with CRSwNP (CSNP 
Trial 1), CV thromboembolic events (CV deaths, non-fatal myocardial 
infarctions, and non-fatal strokes) were reported in 1 (0.7%) of the 
DUPIXENT group and 0 (0.0%) of the placebo group. In the 1-year placebo 
controlled trial in subjects with CRSwNP (CSNP Trial 2), there were no 
cases of CV thromboembolic events (CV deaths, non-fatal myocardial 
infarctions, and non-fatal strokes) reported in any treatment arm.
6.2 Immunogenicity
As with all therapeutic proteins, there is a potential for immunogenicity. The 
detection of antibody formation is highly dependent on the sensitivity and 
specificity of the assay. Additionally, the observed incidence of antibody 
(including neutralizing antibody) positivity in an assay may be influenced 
by several factors, including assay methodology, sample handling, timing 
of sample collection, concomitant medications, and underlying disease. 
For these reasons, comparison of the incidence of antibodies to dupilumab 
in the studies described below with the incidence of antibodies in other 
studies or to other products may be misleading.
Approximately 5% of subjects with atopic dermatitis, asthma, or CRSwNP 
who received DUPIXENT 300 mg Q2W for 52 weeks developed antibodies 
to dupilumab; ~2% exhibited persistent ADA responses, and ~2% had 
neutralizing antibodies.
Approximately 4% of subjects in the placebo groups in the 52-week studies 
were positive for antibodies to DUPIXENT; approximately 2% exhibited 
persistent ADA responses, and approximately 1% had neutralizing 
antibodies.
The antibody titers detected in both DUPIXENT and placebo subjects were 
mostly low. In subjects who received DUPIXENT, development of high 
titer antibodies to dupilumab was associated with lower serum dupilumab 
concentrations [see Clinical Pharmacology (12.3) in the full Prescribing 
Information].
Two subjects who experienced high titer antibody responses developed 
serum sickness or serum sickness-like reactions during DUPIXENT therapy 
[see Warnings and Precautions (5.1)]. 

DUPIXENT® (dupilumab) injection, for subcutaneous use Rx only

Adverse Reaction

CSNP Trial 1 and Trial 2

DUPIXENT 
300 mg Q2W 

N=440  
n (%)

Placebo 
N=282 
n (%)

Injection site reactionsa 28 (6%) 12 (4%)

Conjunctivitisb 7 (2%) 2 (1%)

Arthralgia 14 (3%) 5 (2%)

Gastritis 7 (2%) 2 (1%)

Insomnia 6 (1%) 0 (<1%)

Eosinophilia 5 (1%) 1 (<1%)

Toothache 5 (1%) 1 (<1%)
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7 DRUG INTERACTIONS
7.1 Live Vaccines
Avoid use of live vaccines in patients treated with DUPIXENT.
7.2 Non-Live Vaccines
Immune responses to vaccination were assessed in a study in which 
subjects with atopic dermatitis were treated once weekly for 16 weeks 
with 300 mg of dupilumab (twice the recommended dosing frequency). 
After 12 weeks of DUPIXENT administration, subjects were vaccinated 
with a Tdap vaccine (Adacel®) and a meningococcal polysaccharide 
vaccine (Menomune®). Antibody responses to tetanus toxoid and serogroup 
C meningococcal polysaccharide were assessed 4 weeks later. Antibody 
responses to both tetanus vaccine and meningococcal polysaccharide 
vaccine were similar in dupilumab-treated and placebo-treated subjects. 
Immune responses to the other active components of the Adacel and 
Menomune vaccines were not assessed.
8 USE IN SPECIFIC POPULATIONS
8.1 Pregnancy
Pregnancy Exposure Registry
There is a pregnancy exposure registry that monitors pregnancy outcomes 
in women exposed to DUPIXENT during pregnancy.
Please contact 1-877-311-8972 or go to https://mothertobaby.org/ongoing-
study/dupixent/ to enroll in or to obtain information about the registry.
Risk Summary
Available data from case reports and case series with DUPIXENT use in 
pregnant women have not identified a drug-associated risk of major birth 
defects, miscarriage, or adverse maternal or fetal outcomes. Human IgG 
antibodies are known to cross the placental barrier; therefore, DUPIXENT 
may be transmitted from the mother to the developing fetus. In an enhanced 
pre- and post-natal developmental study, no adverse developmental effects 
were observed in offspring born to pregnant monkeys after subcutaneous 
administration of a homologous antibody against interleukin-4-receptor 
alpha (IL-4Rα) during organogenesis through parturition at doses up to 
10-times the maximum recommended human dose (MRHD) (see Data). 
The estimated background risk of major birth defects and miscarriage for 
the indicated populations are unknown. All pregnancies have a background 
risk of birth defect, loss or other adverse outcomes. In the U.S. general 
population, the estimated background risk of major birth defects and 
miscarriage in clinically recognized pregnancies is 2% to 4% and 15% to 
20%, respectively.
Data
Animal Data
In an enhanced pre- and post-natal development toxicity study, pregnant 
cynomolgus monkeys were administered weekly subcutaneous doses 
of homologous antibody against IL-4Rα up to 10-times the MRHD (on a 
mg/kg basis of 100 mg/kg/week) from the beginning of organogenesis to 
parturition. No treatment-related adverse effects on embryofetal toxicity 
or malformations, or on morphological, functional, or immunological 
development were observed in the infants from birth through 6 months of 
age.
8.2 Lactation
Risk Summary
There are no data on the presence of dupilumab in human milk, the effects 
on the breastfed infant, or the effects on milk production. Maternal IgG is 
known to be present in human milk. The effects of local gastrointestinal 
and limited systemic exposure to dupilumab on the breastfed infant are 
unknown. The developmental and health benefits of breastfeeding should 
be considered along with the mother’s clinical need for DUPIXENT and any 
potential adverse effects on the breastfed child from DUPIXENT or from the 
underlying maternal condition.
8.4 Pediatric Use
CRSwNP
CRSwNP does not normally occur in children. Safety and efficacy 
in pediatric patients (<18 years of age) with CRSwNP have not been 
established.
8.5 Geriatric Use
Of the 440 subjects with CRSwNP exposed to DUPIXENT, a total of 79 
subjects were 65 years or older. Efficacy and safety in this age group were 
similar to the overall study population.
10 OVERDOSE
There is no specific treatment for DUPIXENT overdose. In the event of 
overdosage, monitor the patient for any signs or symptoms of adverse 
reactions and institute appropriate symptomatic treatment immediately.
17 PATIENT COUNSELING INFORMATION
Advise the patients and/or caregivers to read the FDA-approved patient 
labeling (Patient Information and Instructions for Use).

Pregnancy Registry
There is a pregnancy exposure registry that monitors pregnancy 
outcomes in women exposed to DUPIXENT during pregnancy. Encourage 
participation in the registry [see Use in Specific Populations (8.1)].
Administration Instructions
Provide proper training to patients and/or caregivers on proper 
subcutaneous injection technique, including aseptic technique, and the 
preparation and administration of DUPIXENT prior to use. Advise patients 
to follow sharps disposal recommendations [see Instructions for Use].
Hypersensitivity
Advise patients to discontinue DUPIXENT and to seek immediate medical 
attention if they experience any symptoms of systemic hypersensitivity 
reactions [see Warnings and Precautions (5.1)].
Conjunctivitis and Keratitis 
Advise patients to consult their healthcare provider if new onset or 
worsening eye symptoms develop [see Warnings and Precautions (5.2)].
Eosinophilic Conditions
Advise patients to notify their healthcare provider if they present with 
clinical features of eosinophilic pneumonia or vasculitis consistent 
with eosinophilic granulomatosis with polyangiitis [see Warnings and 
Precautions (5.3)].
Reduction in Corticosteroid Dosage
Inform patients to not discontinue systemic or inhaled corticosteroids except 
under the direct supervision of a physician. Inform patients that reduction in 
corticosteroid dose may be associated with systemic withdrawal symptoms 
and/or unmask conditions previously suppressed by systemic corticosteroid 
therapy [see Warnings and Precautions (5.5)].
Patients with Comorbid Asthma
Advise patients with atopic dermatitis or CRSwNP who have comorbid 
asthma not to adjust or stop their asthma treatment without talking to their 
physicians [see Warnings and Precautions (5.6)].
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Brief Summary of Prescribing Information
1 INDICATIONS AND USAGE
1.3  Chronic Rhinosinusitis with Nasal Polyposis
DUPIXENT is indicated as an add-on maintenance treatment in adult 
patients with inadequately controlled chronic rhinosinusitis with nasal 
polyposis (CRSwNP).
4 CONTRAINDICATIONS
DUPIXENT is contraindicated in patients who have known hypersensitivity 
to dupilumab or any of its excipients [see Warnings and Precautions (5.1)].
5 WARNINGS AND PRECAUTIONS
5.1 Hypersensitivity
Hypersensitivity reactions, including generalized urticaria, rash, erythema 
nodosum and serum sickness or serum sickness-like reactions, were 
reported in less than 1% of subjects who received DUPIXENT in clinical 
trials. If a clinically significant hypersensitivity reaction occurs, institute 
appropriate therapy and discontinue DUPIXENT [see Adverse Reactions 
(6.1, 6.2)].
5.2 Conjunctivitis and Keratitis
In subjects with CRSwNP, the frequency of conjunctivitis was 2% in the 
DUPIXENT group compared to 1% in the placebo group in the 24-week 
safety pool; these subjects recovered. There were no cases of keratitis 
reported in the CRSwNP development program [see Adverse Reactions 
(6.1)].
Advise patients to report new onset or worsening eye symptoms to their 
healthcare provider.
5.3 Eosinophilic Conditions
Patients being treated for asthma may present with serious systemic 
eosinophilia sometimes presenting with clinical features of eosinophilic 
pneumonia or vasculitis consistent with eosinophilic granulomatosis 
with polyangiitis, conditions which are often treated with systemic 
corticosteroid therapy. These events may be associated with the reduction 
of oral corticosteroid therapy. Physicians should be alert to vasculitic 
rash, worsening pulmonary symptoms, cardiac complications, and/or 
neuropathy presenting in their patients with eosinophilia. Cases of 
eosinophilic pneumonia were reported in adult patients who participated 
in the asthma development program and cases of vasculitis consistent 
with eosinophilic granulomatosis with polyangiitis have been reported with 
DUPIXENT in adult patients who participated in the asthma development 
program as well as in adult patients with co-morbid asthma in the CRSwNP 
development program. A causal association between DUPIXENT and these 
conditions has not been established.
5.5 Reduction of Corticosteroid Dosage
Do not discontinue systemic, topical, or inhaled corticosteroids abruptly 
upon initiation of therapy with DUPIXENT. Reductions in corticosteroid 
dose, if appropriate, should be gradual and performed under the direct 
supervision of a physician. Reduction in corticosteroid dose may be 
associated with systemic withdrawal symptoms and/or unmask conditions 
previously suppressed by systemic corticosteroid therapy.
5.6 Patients with Comorbid Asthma
Advise patients with CRSwNP who have co-morbid asthma not to adjust or 
stop their asthma treatments without consultation with their physicians.
5.7 Parasitic (Helminth) Infections
Patients with known helminth infections were excluded from participation 
in clinical studies. It is unknown if DUPIXENT will influence the immune 
response against helminth infections.
Treat patients with pre-existing helminth infections before initiating therapy 
with DUPIXENT. If patients become infected while receiving treatment 
with DUPIXENT and do not respond to antihelminth treatment, discontinue 
treatment with DUPIXENT until the infection resolves.
6 ADVERSE REACTIONS
The following adverse reactions are discussed in greater detail elsewhere 
in the labeling:
 • Hypersensitivity [see Warnings and Precautions (5.1)]
 • Conjunctivitis and Keratitis [see Warnings and Precautions (5.2)]
6.1 Clinical Trials Experience
Because clinical trials are conducted under widely varying conditions, 
adverse reaction rates observed in the clinical trials of a drug cannot be 
directly compared to rates in the clinical trials of another drug and may not 
reflect the rates observed in practice.
Chronic Rhinosinusitis with Nasal Polyposis
A total of 722 adult subjects with chronic rhinosinusitis with nasal polyposis 
(CRSwNP) were evaluated in 2 randomized, placebo-controlled, multicenter 
trials of 24 to 52 weeks duration (CSNP Trials 1 and 2). The safety pool 
consisted of data from the first 24 weeks of treatment from both studies.
In the safety pool, the proportion of subjects who discontinued treatment 
due to adverse events was 5% of the placebo group and 2% of the 
DUPIXENT 300 mg Q2W group.
Table 4 summarizes the adverse reactions that occurred at a rate of at least 
1% in subjects treated with DUPIXENT and at a higher rate than in their 
respective comparator group in CSNP Trials 1 and 2.

Table 4: Adverse Reactions Occurring in ≥1% of the DUPIXENT Group 
in CRSwNP Trials 1 and 2 and Greater than Placebo (24 Week Safety 
Pool)

a  Injection site reactions cluster includes injection site reaction, pain, 
bruising and swelling.

b  Conjunctivitis cluster includes conjunctivitis, allergic conjunctivitis, 
bacterial conjunctivitis, viral conjunctivitis, giant papillary conjunctivitis, 
eye irritation, and eye inflammation.

The safety profile of DUPIXENT through Week 52 was generally consistent 
with the safety profile observed at Week 24.
Specific Adverse Reactions
Conjunctivitis
In the 52-week CRSwNP study (CSNP Trial 2), the frequency of 
conjunctivitis was 3% in the DUPIXENT subjects and 1% in the placebo 
subjects; all of these subjects recovered [see Warnings and Precautions 
(5.2)].
Eczema Herpeticum and Herpes Zoster
Among CRSwNP subjects there were no reported cases of herpes zoster or 
eczema herpeticum.
Hypersensitivity Reactions
Hypersensitivity reactions were reported in <1% of DUPIXENT-treated 
subjects. These included serum sickness reaction, serum sickness-like 
reaction, generalized urticaria, rash, erythema nodosum, and anaphylaxis 
[see Contraindications (4), Warnings and Precautions (5.1), and Adverse 
Reactions (6.2)].
Eosinophils
DUPIXENT-treated subjects had a greater initial increase from baseline in 
blood eosinophil count compared to subjects treated with placebo. In 
subjects with CRSwNP, the mean and median increases in blood 
eosinophils from baseline to Week 16 were 150 and 50 cells/mcL, 
respectively. 
Across all indications, the incidence of treatment-emergent eosinophilia 
(≥500 cells/mcL) was similar in DUPIXENT and placebo groups. Treatment-
emergent eosinophilia (≥5,000 cells/mcL) was reported in <2% of 
DUPIXENT-treated patients and <0.5% in placebo-treated patients. Blood 
eosinophil counts declined to near baseline levels during study treatment 
[see Warnings and Precautions (5.3)].
Cardiovascular (CV)
In the 24-week placebo controlled trial in subjects with CRSwNP (CSNP 
Trial 1), CV thromboembolic events (CV deaths, non-fatal myocardial 
infarctions, and non-fatal strokes) were reported in 1 (0.7%) of the 
DUPIXENT group and 0 (0.0%) of the placebo group. In the 1-year placebo 
controlled trial in subjects with CRSwNP (CSNP Trial 2), there were no 
cases of CV thromboembolic events (CV deaths, non-fatal myocardial 
infarctions, and non-fatal strokes) reported in any treatment arm.
6.2 Immunogenicity
As with all therapeutic proteins, there is a potential for immunogenicity. The 
detection of antibody formation is highly dependent on the sensitivity and 
specificity of the assay. Additionally, the observed incidence of antibody 
(including neutralizing antibody) positivity in an assay may be influenced 
by several factors, including assay methodology, sample handling, timing 
of sample collection, concomitant medications, and underlying disease. 
For these reasons, comparison of the incidence of antibodies to dupilumab 
in the studies described below with the incidence of antibodies in other 
studies or to other products may be misleading.
Approximately 5% of subjects with atopic dermatitis, asthma, or CRSwNP 
who received DUPIXENT 300 mg Q2W for 52 weeks developed antibodies 
to dupilumab; ~2% exhibited persistent ADA responses, and ~2% had 
neutralizing antibodies.
Approximately 4% of subjects in the placebo groups in the 52-week studies 
were positive for antibodies to DUPIXENT; approximately 2% exhibited 
persistent ADA responses, and approximately 1% had neutralizing 
antibodies.
The antibody titers detected in both DUPIXENT and placebo subjects were 
mostly low. In subjects who received DUPIXENT, development of high 
titer antibodies to dupilumab was associated with lower serum dupilumab 
concentrations [see Clinical Pharmacology (12.3) in the full Prescribing 
Information].
Two subjects who experienced high titer antibody responses developed 
serum sickness or serum sickness-like reactions during DUPIXENT therapy 
[see Warnings and Precautions (5.1)]. 
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Adverse Reaction

CSNP Trial 1 and Trial 2

DUPIXENT 
300 mg Q2W 

N=440  
n (%)

Placebo 
N=282 
n (%)

Injection site reactionsa 28 (6%) 12 (4%)

Conjunctivitisb 7 (2%) 2 (1%)

Arthralgia 14 (3%) 5 (2%)

Gastritis 7 (2%) 2 (1%)

Insomnia 6 (1%) 0 (<1%)

Eosinophilia 5 (1%) 1 (<1%)

Toothache 5 (1%) 1 (<1%)
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7 DRUG INTERACTIONS
7.1 Live Vaccines
Avoid use of live vaccines in patients treated with DUPIXENT.
7.2 Non-Live Vaccines
Immune responses to vaccination were assessed in a study in which 
subjects with atopic dermatitis were treated once weekly for 16 weeks 
with 300 mg of dupilumab (twice the recommended dosing frequency). 
After 12 weeks of DUPIXENT administration, subjects were vaccinated 
with a Tdap vaccine (Adacel®) and a meningococcal polysaccharide 
vaccine (Menomune®). Antibody responses to tetanus toxoid and serogroup 
C meningococcal polysaccharide were assessed 4 weeks later. Antibody 
responses to both tetanus vaccine and meningococcal polysaccharide 
vaccine were similar in dupilumab-treated and placebo-treated subjects. 
Immune responses to the other active components of the Adacel and 
Menomune vaccines were not assessed.
8 USE IN SPECIFIC POPULATIONS
8.1 Pregnancy
Pregnancy Exposure Registry
There is a pregnancy exposure registry that monitors pregnancy outcomes 
in women exposed to DUPIXENT during pregnancy.
Please contact 1-877-311-8972 or go to https://mothertobaby.org/ongoing-
study/dupixent/ to enroll in or to obtain information about the registry.
Risk Summary
Available data from case reports and case series with DUPIXENT use in 
pregnant women have not identified a drug-associated risk of major birth 
defects, miscarriage, or adverse maternal or fetal outcomes. Human IgG 
antibodies are known to cross the placental barrier; therefore, DUPIXENT 
may be transmitted from the mother to the developing fetus. In an enhanced 
pre- and post-natal developmental study, no adverse developmental effects 
were observed in offspring born to pregnant monkeys after subcutaneous 
administration of a homologous antibody against interleukin-4-receptor 
alpha (IL-4Rα) during organogenesis through parturition at doses up to 
10-times the maximum recommended human dose (MRHD) (see Data). 
The estimated background risk of major birth defects and miscarriage for 
the indicated populations are unknown. All pregnancies have a background 
risk of birth defect, loss or other adverse outcomes. In the U.S. general 
population, the estimated background risk of major birth defects and 
miscarriage in clinically recognized pregnancies is 2% to 4% and 15% to 
20%, respectively.
Data
Animal Data
In an enhanced pre- and post-natal development toxicity study, pregnant 
cynomolgus monkeys were administered weekly subcutaneous doses 
of homologous antibody against IL-4Rα up to 10-times the MRHD (on a 
mg/kg basis of 100 mg/kg/week) from the beginning of organogenesis to 
parturition. No treatment-related adverse effects on embryofetal toxicity 
or malformations, or on morphological, functional, or immunological 
development were observed in the infants from birth through 6 months of 
age.
8.2 Lactation
Risk Summary
There are no data on the presence of dupilumab in human milk, the effects 
on the breastfed infant, or the effects on milk production. Maternal IgG is 
known to be present in human milk. The effects of local gastrointestinal 
and limited systemic exposure to dupilumab on the breastfed infant are 
unknown. The developmental and health benefits of breastfeeding should 
be considered along with the mother’s clinical need for DUPIXENT and any 
potential adverse effects on the breastfed child from DUPIXENT or from the 
underlying maternal condition.
8.4 Pediatric Use
CRSwNP
CRSwNP does not normally occur in children. Safety and efficacy 
in pediatric patients (<18 years of age) with CRSwNP have not been 
established.
8.5 Geriatric Use
Of the 440 subjects with CRSwNP exposed to DUPIXENT, a total of 79 
subjects were 65 years or older. Efficacy and safety in this age group were 
similar to the overall study population.
10 OVERDOSE
There is no specific treatment for DUPIXENT overdose. In the event of 
overdosage, monitor the patient for any signs or symptoms of adverse 
reactions and institute appropriate symptomatic treatment immediately.
17 PATIENT COUNSELING INFORMATION
Advise the patients and/or caregivers to read the FDA-approved patient 
labeling (Patient Information and Instructions for Use).

Pregnancy Registry
There is a pregnancy exposure registry that monitors pregnancy 
outcomes in women exposed to DUPIXENT during pregnancy. Encourage 
participation in the registry [see Use in Specific Populations (8.1)].
Administration Instructions
Provide proper training to patients and/or caregivers on proper 
subcutaneous injection technique, including aseptic technique, and the 
preparation and administration of DUPIXENT prior to use. Advise patients 
to follow sharps disposal recommendations [see Instructions for Use].
Hypersensitivity
Advise patients to discontinue DUPIXENT and to seek immediate medical 
attention if they experience any symptoms of systemic hypersensitivity 
reactions [see Warnings and Precautions (5.1)].
Conjunctivitis and Keratitis 
Advise patients to consult their healthcare provider if new onset or 
worsening eye symptoms develop [see Warnings and Precautions (5.2)].
Eosinophilic Conditions
Advise patients to notify their healthcare provider if they present with 
clinical features of eosinophilic pneumonia or vasculitis consistent 
with eosinophilic granulomatosis with polyangiitis [see Warnings and 
Precautions (5.3)].
Reduction in Corticosteroid Dosage
Inform patients to not discontinue systemic or inhaled corticosteroids except 
under the direct supervision of a physician. Inform patients that reduction in 
corticosteroid dose may be associated with systemic withdrawal symptoms 
and/or unmask conditions previously suppressed by systemic corticosteroid 
therapy [see Warnings and Precautions (5.5)].
Patients with Comorbid Asthma
Advise patients with atopic dermatitis or CRSwNP who have comorbid 
asthma not to adjust or stop their asthma treatment without talking to their 
physicians [see Warnings and Precautions (5.6)].
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36 Years  
Gerard D. Brocato, MD 

Samuel C. Levine, MD 

Fan-Ming Lin, MD 

Karl W. Diehn, MD 

Anita N. Newman, MD 

Didier L. Peron, MD 

Jerry H. Puckett, MD 

Mark G. Bell, MD 

Kerry D. Olsen, MD 

Ashley G. Anderson, Jr., MD 

Lonnie T. King, MD 

George Kostohryz, Jr., MD 

David M. Vernick, MD 

William J. Dichtel, Jr., MD 

Jo Anne Higa Ebba, MD 

Othella T. Owens, MD 

Jerome D. Vener, MD 

Jeffrey F. Morgan, MD 

Michael G. Forrester, MD 

William J. Moran, MD, DMD 

Vishwas D. Tadwalkar, MD 

Rene Boothby, MD 

Juan M. Andrade, MD 

James E. Benecke, Jr., MD 

Thomas H. Fairchild, MD 

Thomas E. McSoley, MD 

Jay Chavda, MD 

Monroe A. Sprague, MD 

Erik W. Nielsen, MD 

Robert A. Fishman, MD 

Henry N. Ho, MD 

Vanessa G. Schweitzer, MD 

John R. Houck, Jr., MD 

Kevin T. Kavanagh, MD 

David R. Range, MD 

Larry A. Zieske, MD 

Wilson T. Murakami, MD 

Sidney G. Christiansen, MD 

John F. Pallanch, MD 

R. Michael Loper, MD 

Jason P. Cohen, MD 

Newton O. Duncan III, MD 

Anthony J. Barone, MD 

Bruce H. Campbell, MD 

Julio D. Torres, MD 

Michael Y. Parker, MD 

Joaquin J. Fuenmayor, MD 

Julie A. Gustafson, MD 

Scott D. Gold, MD 

Robert L. Pincus, MD 

Marc I. Surkin, MD 

Rodney K. Jamison, MD 

Joel W. Levitt, MD 

Alexander J. Lozano, MD 

Donald J. Clutter, MD 

Andrew K. Choi, MD 

James E. Rejowski, MD 

Myles L. Pensak, MD 

Thomas K. Kron, MD 

Donald J. Wittich, Jr., MD 

Gary Moore, MD 

Vytenis Grybauskas, MD 

Thomas A. Cadenhead, MD 

H. Patrick Carr, MD 

David E. Krause, MD 

James W. Oddie, MD 

Banipal Hovhanessian, MD 

Frank C. Koranda, MD 

Robert J. Stanley, MD 

Craig C. Herther, MD 

Seth M. Pransky, MD 

Dennis I. Bojrab, MD 

Richard N. Hubbell, MD 

Lawrence P. A. Burgess, MD 

Scott L. Busch, DO 

Wm. Russell Ries, MD 

Randal W. Swenson, MD 

Thomas J. Haberkamp, MD 

Harold W. Moss, MD 

Janice L. Seabaugh, MD 

Carolyn F. Mischer, MD 

Curt R. Stock, MD 

Elliot Abemayor, MD, PhD 

Warren L. Galeos, MD 

Ellen D. Silkes, MD 

Hamed Sajjadi, MD 

Thomas W. Dumas, MD 

James C. McGhee, MD 

Sondra C. Saull, MD 

Michael J. Saylor, MD 

Brian Edward Dougherty, MD 

Lawrence Grobman, MD 

Richard A. Rosenberg, MD 

Timothy J. Siglock, MD 

Frank K. Hixon, MD 

Gary S. Bellack, MD 

Robert P. Quinn, MD 

Robert Contrucci, DO 

Zaven Jabourian, MD 

John G. Bizon, MD 

Jacques A. Herzog, MD 

Randal S. Weber, MD 

David A. Campbell, MD 

Jeffrey B. Byer, MD 

Louis Chanin, DO 

John L. Saporito, MD 

Toni M. Levine, MD 

James C. Hertenstein, MD 

Robert J. Fieldman, MD 

Sidney J. Steinberger, MD 

Walter N. Cosby, MD 

David R. Dugas, MD 

Kim E. Pershall, MD 

Michael Gerard Glenn, MD

Arthur P. Wood, MD 

Kathleen M. Healey, MD 

John P. Leonetti, MD 

Warren S. Line, Jr., MD 

Mary A. Fazekas-May, MD 

Donald B. Kearns, MD 

Craig D. Friedman, MD 

Thomas W. Nau, MD 

James D. Massey, MD 

Kenneth R. Korzec, MD 

David M. Stone, MD 

William P. Sawyer II, MD 

Charles F. Benage, MD 

Stephen Gugenheim, MD 

Craig L. Cupp, MD, EdD 

Benjamin F. Asher, MD 

Paul J. Jones, MD 

Gary L. Livingston, MD 

Jay A. Werkhaven, MD 

Steven M. Zeitels, MD 

Samuel A. Mickelson, MD 

Jamie Stern, MD 

Daniel E. CaJacob, MD 

Clark Thompson, MD 

Stephen P. Gadomski, Sr., MD 

Steven J. Green, MD 

Robert A. Miller, MD 

James R. Spires, MD 

Geoffrey L. Wright, MD 

Walter W. Schroeder, MD 

Joel A. Ernster, MD 

Maritza Homs, MD 

Steven B. Levine, MD 

James P. Cuyler, MD 

Augusto D. Ongsiako, Jr., MD 

M. Javed J. Akhtar, MD 

Robert M. Naclerio, MD 

Eric L. Winarsky, MD 

Dennis E. Feider, MD

 

35 Years  
Evan R. Reiter, MD 

John R. Faith, MD 

Ronald N. Wong, MD 

M. Alan Goodson, MD 

Hoke D. Pollock, MD 

Zeno N. Chicarilli, MD, DMD 

Craig A. Calloway, MD 

Charles W. Beatty, MD 

Thomas G. Gerber, Jr., MD 

Michael A. Orsini, MD 

Charles R. Maris, MD 

Robert D. Oshman, MD 

Neil S. Hammerman, MD 

Thomas M. Schrimpf, MD 

Clee E. Lloyd, MD 

John H. McGath, MD 

Patrick G. McMenamin, MD 

Keith G. Saxon, MD 

David L. Whitt, MD 

David J. Beste, MD 

John T. McElveen, Jr., MD 

Frederic P. Ogren, MD 

Michael D. Morelock, MD 

Andrew I. Dzul, MD 

John Harwick, MD 

Linda Gage-White, MD, PhD, MBA

Craig W. Senders, MD 

Steven M. Denenberg, MD 

Kerry Ormson, EdD, AuD 

Brent J. Lanier, MD 

Abraham I. Sinnreich, MD 

Fred L. Daniel, MD 

Brian T. Jenkins, MD 

Jack M. Kartush, MD 

Peter P. Passamani, MD 

Garner B. Meads, Jr., MD 

Thomas O. Paulson, MD 

F. Allen Long, MD 

Stanley E. Peters, Jr., MD 

Simon H. Friedman, MD 

Richard B. Smith III, MD 

Rosalind Kirnon, MD 

Robert K. Jackler, MD 

Charles A. Yates, MD 

Glenn E. Peters, MD 

Gerald S. Berke, MD 

Roger D. Tuggle, MD 

Mukund C. Raja, MD 

Jeffrey B. Rubinstein, MD

Michael C. Vidas, MD 

Clifford B. Dubbin, MD 

Jay S. Youngerman, MD 

Charles M. Myer III, MD 

Carlos Gonzalez Aquino, MD 

William B. Norris, MD 

Nancy L. Snyderman, MD 

Robert Rietz, MD, PhD 

James I. Cohen, MD, PhD 

Rana S. Sahni, MD, MS 

Nelson B. Powell, MD, DDS 

Larry A. Feiner, MD 

Daniel J. Blum, MD 

Gaither G. Davis, MD 

Kenny H. Chan, MD 

Margaret A. Kenna, MD, MPH 

Harry R. Ruth, MD, MHA 

Edwin M. Monsell, MD, PhD 

Joseph D. White, Jr., MD 

Albert W. Marchiando, MD 

Glenwood A. Charles, MD 

Pell Ann Wardrop, MD 

Reginald F. Baugh, MD 

Denbo H. Montgomery, MD 

David L. Bortniker, MD 

Charles D. Crigger, MD 

Henry T. Hoffman, MD 

Raimundo L. Obregon, MD 

Scott D. Spagnoli, MD 

John M. Milligan, MD 

Louis A. Modica, MD 

Adnan Mourany, MD 

Richard J. Biggerstaff, MD 

Geoffrey J. Pollack, MD 

J. David Cunningham, MD 

Magda R. Pugh, MD 

Frank H. Stieg III, JD MD 

William E. O'Connor, Jr., MD 

Steven D. Rauch, MD 

James F. Leffingwell, MD 

Barry N. Rosenblum, MD 

Andrew J. Hotaling, MD 

Debbie D. Habenicht, MD 

David F. LaPatka, MD 

Michael H. Fritsch, MD  

Jack Rothstein, MD, FRCSC 

Stephen G. Chase, MD 

John J. Manoukian, MD, FRCSC

Mark A. Howell, MD 

Leonard W. Brown, MD 

Susan T. Lyon, MD 

Thomas H. Ayre III, MD 

Avon C. Coffman, DO 

Martha H. Silver, MD 

Salvatore A. Zieno, MD 

John J. Trimble III, MD 

Stephen B. Freeman, MD 

Howard W. Loveless, Jr., MD 

Michael J. Kearns, MD 

Bruce H. Haughey, MBChB, FRACS

Steven J. Ossakow, MD 

Mark L. Beauchamp, MD 

James M. Chow, MD 

David M. Sabato, MD 

Jesse Moss, Jr., MD 

Judith Jay, MD 

Kenneth A. Remsen, MD 

Howard J. Beck, MD 

Recognizing 36-, 35- and 34- year members
In August, the Academy launched a program to celebrate our new lifetime and 30-year members.   
Since then and over the next several months, we will recognize  those with over 30 years of membership. 

On behalf of the Board of Directors, we thank the following physicians for 36, 35 and 34 years of 
continuous membership and their invaluable contributions to the Academy and our specialty.
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Mark A. Wohlgemuth, MD 

J. Dale Browne, MD 

L. Clark Simpson, MD 

J. Michael Key, MD 

Felizardo S. Camilon, Jr., MD 

David G. Sexton, MD 

Janice L. Birney, MD 

Peter D. Scholl, DDS, MD 

Roy D. Carlson, MD 

Thomas W. Vris, MD 

Alfred J. Liu, MD 

Judith C. Milstead, MD 

Steven A. Telian, MD 

Joseph H. Allan, MD 

Sigsbee W. Duck, MD 

Ira D. Papel, MD 

Lucinda A. Halstead, MD 

Nancy R. Griner, MD 

Marc J. Levine, MD 

Moises Mitrani, MD 

Alan F. Lipkin, MD 

George P. Doxey, MD 

Robert T. Parrish, MD 

Mark J. Maslan, MD 

Karol T. Wolicki, MD 

Nicholas A. Lygizos, MD 

Richard S. Eng, MD 

R. Mark Williams, MD 

Daniel Kim, MD 

C. Wayne Gates, MD 

Paul L. Fortgang, MD 

Cameron D. Godfrey, MD 

James S. Denninghoff, MD 

Bernard J. Durante, MD 

Jeremy Hornibrook, FRACS 

Thomas A. Tami, MD 

Daniel E. Sharkey, MD 

Krishna M. Ganti, MD 

Apostolos A. Rossos, MD 

Wayne M. Koch, MD 

Michael J. Parker, MD 

David N. Schwartz, MD 

Jay H. Klarsfeld, MD 

Philip G. Liu, MD 

Randal A. Otto, MD 

Michael P. Gwartney, MD 

David P. Demarino, MD 

Samuel B. Welch, MD, PhD 

Ben D. Buchholtz, MD 

Felix W. K. Chu, MD 

Daniel F. Hartman, MD 

Douglas G. Hetzler, MD 

Jeffrey S. Weingarten, MD 

Dennis S. Poe, MD 

Laryn A. Peterson, MD 

Thomas J. Koch, MD 

Stanley A. Wilkins, Jr., MD 

John W. Babyak, MD 

Merrill A. Biel, MD 

Matthew S. Griebie, MD 

Jeffrey C. Manlove, MD 

Nila M. Novotny, MD 

Bjorn Bie, MD 

Frederick Freeman, MD 

Donna J. Millay, MD 

Jeanne Vedder, MD 

Lawrence R. Clarke, MD 

Mark D. Hegewald, MD 

Joseph F. Wilson, MD 

Mark S. Kita, MD 

Greg I. Dash, MD 

Rafael R. Portela, MD 

Ilana Seligman, MD 

Tom D. Wang, MD 

Orrin Davis, MD 

Stephen P. Cass, MD, MPH 

Peggyann Berguer Nowak, MD

Marc D. Coltrera, MD 

Francoise P. Chagnon, MD, FRCSC

George T. Hashisaki, MD

Seth Zwillenberg, MD 

Andrew F. Inglis, Jr., MD 

Werner C. Roennecke, MD 

Lawrence S. Burns, MD 

Robert C. Fifer, PhD 

Theodore C. Dyer, MD 

William W. Goral, MD 

Larry A. Hoover, MD 

Angelo R. Consiglio, MD 

Mark S. Volk, MD, DMD 

Michael L. Schwartz, MD 

Dennis M. Moore, MD 

Phyllis A. Bergeron, MD 

Steven I. Goldstein, MD 

Michael H. Weiss, MD 

William C. Porter, MD 

Robert J. Cusumano, MD 

Stephen G. Rothstein, MD 

Lucy Shih, MD 

Stephen J. Talley, MD 

Scott R. Schaffer, MD 

John M. Kosta, MD 

Susan Emmerson, MD 

Jacob Asher, MD 

James C. Martin, Jr., MD 

Robert A. Willis, MD 

William D. Davidson, MD 

David O. Volpi, MD 

James P. Restrepo, MD 

Jordan S. Josephson, MD 

Charles S. Johnson, Jr., MD 

Bruce R. Maddern, MD 

Roland D. Eavey, MD 

34 Years  
Mark J. Levenson, MD 

Karl L. Horn, MD 

Melvin Wiederkehr, MD 

Anjum Khan, MD, MPH 

L. Peter P. Alt, MD 

Jennifer Derebery, MD 

Thomas Hansbrough, MD 

Paul R. Kileny, PhD 

Jan D. Hobbs, MD 

Yi H. Kao, MD 

James A. Hadley, MD 

Govind P. Chaturvedi, MD 

Ludwig A. Allegra, MD 

Trent W. Quinlan, MD 

Douglas R. Myers, MD 

Jeffrey A. Sawyer, MD 

Jack J. Wazen, MD 

Joel W. Norris, MD 

Izak Kielmovitch, MD 

Robert A. Mickel, MD, PhD 

Marilyn C. Zimmerman, MD 

Robert B. Hoddeson, DDS, MD

Brian W. Blakley, MD, PhD, FRCSC

Raymond Alan Kaufman, MD 

John D. Kopp, MD 

William H. Sher, MD 

Philip E. Johnson, MD 

Ramakumar V. Rayasam, MD 

Douglas A. Chen, MD 

James L. Salmon, Jr., MD 

Antonious R. Bittar, MD 

Steven D. Harris, MD 

James K. Pitcock, MD 

John H. Nowlin, MD, DDS 

Stephen E. Schell, MD 

Rod D. Kack, MD 

Walter N. Maimon, MD 

Allan M. Rubin, MD, PhD 

Jacquelynne P. Corey, MD 

Fred G. Arrigg, Jr., MD 

Robert C. Wang, MD 

Mark K. Wax, MD 

Charles I. Highstein, MD 

John M. Dobrowski, MD 

James L. Netterville, MD 

W J Cornay III, MD 

Peter M. Medved, MD 

J David Moser, MD 

Alan J. Freint, MD 

John C. Hignight, MD 

William H. Merwin, Jr., MD 

Allen M. Seiden, MD 

Joel A. Goebel, MD 

Jane F. Admire, MD 

David R. Edelstein, MD 

John P. Rowland, MD 

Michael J. Pickford, MD 

Daniel E. Rousso, MD 

Thomas L. Eby, MD 

James R. Gross, MD 

Thomas J. Kereiakes, MD 

Jo A. Shapiro, MD 

Paul H. Juengel III, MD 

Christopher H. Daniell, MD 

Kurt M. Anderson, MD 

B. Todd Schaeffer, MD 

Konstantin Salkinder, MD 

Ernesto Diaz Ordaz, MD 

John H. Broocks IV, MD 

John Jiu, MD 

C. Warren Dunn, MD 

Scott C. Manning, MD 

Joseph A. Korkis, MD 

William K. Wainscott, MD 

Eric J. Dierks, DMD, MD 

Mark K. Mandell-Brown, MD 

John C. Ponder, MD 

Marie E. Valdes, MD 

Mary Blome, MD 

Timothy A. Tesmer, MD 

Leonard S. Piazza, MD 

Thomas M. Crews, MD 

A. J. Potter, Jr., MD 

Mark R. Klingensmith, MD 

Frederic W. Schmidt, MD 

Gilbert T. Brandon, Jr., MD 

Kenneth Philip Zuckerman, MD

R. Stanley Baker, MD 

Mark D. Frey, MD 

Steven H. Dennis, MD 

Barry C. Levin, MD 

Sam O. Antony, Jr., MD 

Amelia F. Drake, MD 

Rockne L. Brubaker, MD 

Robert S. Lebovics, MD 

Mary L. Donovan, MD 

Michael D. Poole, MD, PhD 

Carl H. Snyderman, MD, MBA 

Stanford M. Shoss, MD 

Dennis S. Thakor, MD 

Kevin B. Browne, MD 

Randall B. Davis, MD 

Charles J. Harkins, MD 

Gregory S. Parsons, MD 

Frank W. Theilen, MD 

Robert L. Witt, MD 

Peter N. Friedensohn, MD 

Eric E. Smouha, MD 

John M. Moore, MD 

Brian R. Peters, MD 

Alan W. Langman, MD 

Nathan E. Nachlas, MD 

Richard E. Hayden, MD 

David B. Hom, MD 

Stephen F. Bansberg, MD 

William H. Roberts, MD 

James R. Hessler, MD 

R. Bruce Buechler, MD 

Robert P. Collette, MD 

Douglas C. McCorkle, MD 

Arif A. Alidina, MD 

Jack W. Aland, Jr., MD 

Gail J. Anderson, MD 

Alan F. Cohen, MD 

David W. Eisele, MD 

George S. Goding, Jr., MD 

Michael J. Gurucharri, MD 

Stanley H. Schack, MD 

Paul R. Neis, MD 

Don A. Duplan, MD 

Roy R. Casiano, MD 

Michael P. McNicoll, MD 

Keith D. Walvoord, MD 

B. Dave Smith, Jr., MD 

Howard B. Melnick, MD 

Patrick H. McClean, MD 

Lynne J. Girard, MD 

Luca Vassalli, MD 

Jane T. Dillon, MD, MBA 

Lawrence F. Berg, MD 

Dieter F. Hoffmann, MD 

Richard S. Hodgson, MD 

Richard S. Hill, MD 

Josh P. Oppenheim, MD 

Bradley R. Reese, MD 

Michael J. Nathan, MD 

Bruce E. Stewart, MD 

Timothy Roy Jones, MD 

David A. Clark, MD 

John W. Nurre II, MD 

Michael J. Cunningham, MD 

Craig S. Derkay, MD 

Jose L. Arsuaga, MD 

William D. Horton II, MD 

Scott P. Stringer, MD 

Daniel J. Franklin, MD 

Leslie R. Berghash, MD 

James P. Bartels, MD 

Julie A. Newburg, MD 

John S. May, MD 

Charles I. Woods, MD 

Sudhir P. Agarwal, MD 

Ronald D. Hanson, MD 

Alan P. Wild, MD 

Jane M. Emanuel, MD 

Augustine Louis Moscatello, MD

Anthony L. Morton, MD 

Mark C. Loury, MD 

Gregory A. Grillone, MD 

Michael J. Larouere, MD 

Sherman A. Sprik, MD 

Roberto A. Cueva, MD 

Robert D. Jacobs, MD 

Stephen E. Boyce, MD 

Steven M. Fletcher, MD 

Richard W. Borrowdale, MD 

John T. Parker, MD 

John W. Canady, MD, FAAP 

Douglas E. Dawson, MD 

Bruce H. Matt, MD 

Nelman Low, MD 

Ricardo L. Carrau, MD 

Nancy M. Young, MD 

Ray Fontenot, Jr., MD 

Thomas V. Boran, Sr., MD 

Kenneth E. Mooney, MD, DMD

Matthew B Schwarz, MD 

Gary S. Voorman, MD 

Richard A. Flaiz, MD 

Shaista A. Husain, MD 

James W. Lucarini, MD 

Kathryn A. Ryan, MD 

Gregory J. Fleming, MD 

Jay K. Roberts, MD 

Peter J. Brownrigg, MD, FRCSC

Warren H. Zelman, MD 

Ariadna Papageorge, MD 

Debara L. Tucci, MD, MBA 

James S. Brooks, MD 

Donald B. Kamerer, Jr., MD 

Richard Paul Jennings, DO 

David L. Simms, MD 

Thad E. Bartell, MD 

Robert Kassel, MD 

Mary Kendall Rago, MD 

David A. Mosborg, MD 

John A. Fornadley, MD 

Marc H. Routman, MD 

Brian C. Wilson, MD 

Dale B. Smith, DO 

Michael Makaretz, MD 

Marc R. Rosen, MD 

Robert M. DeDio, MD, MBA, 

FACMPE, FAC 

Timothy B. Molony, MD 

Rom R. Karin, MD 

Richard E. Goble, MD 

Michael R. Morris, MD 

Roy S. Schottenfeld, MD 

Clifford S. Howe, MD 

Vijay M. Adappa, MD 

Donna Lundy, PhD 

Terrence K. Trapp, MD 

Gordon S. Wood, Jr., MD 

Michael R. Orlando, MD 

Charles B. West, Jr., MD 

Robert B. Pitts, MD 

Sanford M. Archer, MD 

Jeff D. Kopelman, MD 

Brad S. Nitzberg, MD 

Robert C. Dinsdale, MD 

G. Mark Pyle, MD 

Bradley J. Chastant, MD 

Jeffrey J. Lehman, MD 

Henry B. Cramer II, MD 

Stephen A. Landers, MD 

Diane M. Schainost, MD 

Philip W. Perlman, MD 

Gwen E. Stone, MD 

Stephen D. Breda, MD 

Paul D. Gittelman, MD 

Ronald J. Escudero, MD 

H. Dennis Snyder, MD 

Russell Glen Medders, MD 

Keith J. Alexander, MD 

Lewis R. Hutchinson, MD 

David Leonard Parks, MD 

Laurence Ariyasu, MD 

Chester P. Rollins, MD 

Keith D. Holmes, MD 

Thomas J. Dobleman, MD 

Paul Topf, MD 

Jeffrey B. Banyas, MD 

Richard E. Gilliland, MD 

Britt A. Thedinger, MD 

Diane L. McGowan, MD 

Mark I. Rubinstein, MD 

David B. Slotnick, MD 

Frank G. Shechtman, MD 

Jeffrey M. Zauderer, MD 

Michael E. Friduss, MD 

Jeffrey W. Bartels, MD 

Byron Shane Tucker, MD 

Khalid Chowdhury, MD, MBA 

Jeffrey M. Bartynski, MD 

John T. Kalafsky, MD 

Mariel Stroschein, MD 

Robert G. Stewart, MD 

Steven A. Harvey, MD 

Leonard P. Berenholz, MD 

Donna L. Breen, MD 

Steven C. Littlewood, MD 

Junior De Freitas, MD 

John F. Hoffmann, MD 

Charles E. Gage, MD 

Ralph R. Tyner, MD 

L. Frederick Lassen, MD 

Charles Juarbe, MD 

Fred R. Leess, MD 

Arthur J. Rosner, MD 

Charles Meltzer, MD 

Ralph Cepero, MD 

Theodore M. Mazer, MD 

Daniel K. Hinckley, MD 

William D. Youngerman, MD 
Raleigh O. Jones, Jr., MD
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Become an AIB Center of Specialty Care:
Turn good medicine into good business
P atients with complaints of dizziness, 

vertigo, and fall risk are increasingly 
seeking care from otolaryngologists. Most 

of these patients, however, are not candidates 
for surgical management. This offers a wealth 
of opportunities to expand and increase 
nonsurgical, office-based ancillary services, 
enhance patient care, and generate new revenue 
sources. Office-based vestibular balance 
diagnostic services can easily and affordably be 
operated successfully within small to large ENT 
group practices. 

Think of dizziness-vertigo diagnostics as 
an independent and profitable revenue center. 

Diagnostic vestibular codes maintain high 
reimbursement and significantly improve 
outcomes for patients needing canalith 
repositioning, vestibular rehabilitation, and 
fall risk management. Also, approximately 25 
percent of these patients have an undiagnosed 
and untreated SNHL, of which 25 percent will 
use hearing aids. This is the benefit of the cross-
referrals within office-based vestibular-hearing 
aid dispensary services.

AIB’s Center of Specialty Care Plan offers 
the following services and more:
1. Generate new revenue from existing patients
2. Minimum space of as little as 100 square feet

3. Full marketing programs and patient 
education materials

4. Connect with over 2,000 AIB certified 
physical therapists

5. Ongoing clinical and educational support
6. Special equipment discounts with 100 

percent financing
7. Use existing personnel or extenders trained 

by AIB
8. Exclusive licensing
9. No franchise fees or percentages taken

Visit us online at dizzy.com/ent and complete 
the FREE Practice Analysis or call us at  
800-245-6442. 

SPONSORED CONTENT FROM AAO-HNS ACADEMY ADVANTAGE PARTNER: THE AMERICAN INSTITUTE OF BALANCE

http://entnet.org/bulletin
http://dizzy.com/ent
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INNOVATION
AT WORK.

At Geisinger, we’ve been focused on advancing the future of health for more than a century. That spirit of innovation still drives 

us today with a 20-year clinical data warehouse (Geisinger was one of the earliest implementers of Epic), our groundbreaking 

population genomics program which links multiple generations of clinical data, and an unwavering commitment to value-based 

primary and specialty care. When you join Geisinger, you’ll be a part of an organization that’s leading healthcare change.

Join our team throughout Pennsylvania:

• Rhinology

• Otology/Neurotology

• Head & Neck Surgery

• Pediatric Otolaryngology

• General Otolaryngology & Sleep

Fellowship training or experience in health services  

research is preferred.

We take pride in the support we provide:

•  Excellent compensation and benefits package, including 

recruitment loans, relocation, malpractice and tail coverage

•  Opportunities to participate in teaching, research and 

optimizing access for patients

•  Monthly stipend available to  residents and fellows upon 

signature of an offer letter

•  Support and leadership from a full range of dedicated, 

experienced specialists and subspecialists

As a physician-led system, we offer several convenient locations that are 2.5 hours from New York City, Philadelphia and 

Baltimore. We serve over three million residents in Pennsylvania and New Jersey in a system of 13 hospital campuses, a nearly 

600,000-member health plan, two research centers and the Geisinger Commonwealth School of Medicine. With approximately 

32,000 employees and more than 1,800 employed physicians, Geisinger recognizes over $7B in annual revenues.

Interested candidates, please reach out to Ken Altman, MD, PhD, Chair, Department of Otolaryngology – Head & Neck Surgery, 

and Professor – Geisinger Commonwealth School of Medicine, 100 N. Academy Avenue, Danville, PA 17822 at  

kaltman@geisinger.edu or apply at geisinger.org/careers.

Physician Opportunities – Geisinger Department of Otolaryngology 
Wilkes-Barre/Scranton and Central Pennsylvania

The future of health is in you.
geisinger.org/careers

Does not qualify for J-1 waiver.   AA/EOE: disability/vet.

http://entnet.org/bulletin
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A STRONG TEAM 
TO SUPPORT YOU.
Are you an otolaryngologist-head & neck 
surgeon who wants to work with a practice 
that provides the support you need so you 
can focus on patient care? Charlotte Eye 
Ear Nose & Throat Associates, P.A. has a 
robust administrative team and technician 
assistance that allows you to concentrate 
on treating your patients.
www.ceenta.com/physician-recruitment
Please email your CV with a brief  
cover letter to Olena Scarboro,  
Director of Physician Recruitment at 
oscarboro@ceenta.com.

One of the largest and most established private 

practices in the Greater New York area. 

Specializing in all facets of General Otolaryngology, 

Facial Cosmetic Surgery, Laryngology, and Otology.

Of� ces conveniently located in Queens, Long 

Island, Brooklyn and The Bronx.

For more information contact Carlos Lopez at 

(516) 220-6448 or carlos.lopez@nyents.com

BE PART OF NEW YORK’S 
PREMIER ENT PRACTICE

Department of Otolaryngology and Communication Enhancement 
Boston Children’s Hospital 

Simulator Program, Associate Clinical Director, Otolaryngology 

The Department of Otolaryngology and Communication Enhancement at Boston Children’s Hospital seeks an 
Associate Clinical Director for its pediatric otolaryngology simulation program. The candidate must be Board 
certified or Board eligible in Otolaryngology - Head and Neck Surgery and completed a pediatric otolaryngology 
fellowship. The candidate should additionally have demonstrative expertise in simulation-based training, 
education and research. The individual selected will be a practicing member of the Boston Children’s Hospital 
pediatric otolaryngology faculty, and have an appointment in the Department of Otolaryngology at the Harvard 
Medical School at the Instructor, Assistant or Associate Professor level. 

Interested candidates should submit a letter of intent, curriculum vitae and three letters of recommendation to: 

Michael Cunningham, MD 
Otolaryngologist-in-Chief, Boston Children’s Hospital 
Professor of Otolaryngology, Harvard Medical School 

300 Longwood Ave., BCH3129 
Boston, MA 02115 

Email: michael.cunningham@childrens.harvard.edu 

Boston Children’s Hospital and Harvard Medical School are Equal Opportunity/Affirmative Action Employers. 
Women and minorities are encouraged to apply.
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Positions are available at the Assistant or Associate Professor level 

in the Department of Otolaryngology-Head & Neck Surgery

Augusta University is an Equal Opportunity, Affirmative Action and Equal Access employer.

PEDIATRIC OTOLARYNGOLOGIST

• Excellent opportunity at our Children’s Hospital of Georgia
• Rank commensurate with experience
• Excellent resources are available
• Fellowship training required

OTOLOGIST/NEUROTOLOGIST

• Rank commensurate with experience
• Excellent resources are available
• Fellowship training required

To apply and receive additional information, please contact:

Stil Kountakis, MD, PhD
Professor and Chairman
Department of Otolaryngology-Head & Neck Surgery
1120 Fifteenth Street, BP-4109 
Augusta, Georgia 30912-4060

Or email skountakis@augusta.edu

The Department of Otolaryngology-Head and Neck Surgery at Eastern Virginia 
Medical School is recruiting an energetic fifth fellowship-trained Pediatric 
Otolaryngologist with advanced airway skills at the Assistant or Associate 
Professor level to join a very busy Children’s Hospital-based practice as part 
of a 17-member full-time academic Otolaryngology Department. Free-standing 
Children’s Hospital with busy PICU and NICU, two suburban ambulatory surgery 
centers with satellite offices to complement tertiary care hospital practice. Fully- 
accredited Otolaryngology residency with opportunity to also teach medical 
students, Pediatric and FP residents. Protected research time and graduated 
administrative departmental responsibilities. Benefits are outstanding with very 
competitive compensation that is commensurate with experience.

EVMS is an equal opportunity/affirmative action employer of minorities, females, 
individuals with disabilities and protected veterans and is a drug and tobacco 
free workplace.

Interested candidates must apply online at www.evms.com/careers 

Contact:
Craig Derkay, MD, FACS, FAAP

Department of Otolaryngology-HNS
Eastern Virginia Medical School

Children’s Hospital of the King’s Daughters
601 Children’s Lane, 2nd Floor, ENT suite

Norfolk, VA 23507
(757) 668-9853

craig.derkay@chkd.org

Academic Pediatric Otolaryngologist-HNS
Norfolk, Virginia

EVMS
Atlanta, GA, USA

Department of Otolaryngology – Head and Neck Surgery

Temporal Bone Surgical Dissection Courses
5 Day Courses

March 30-April 3, 2020
October 20-30, 2020

Fee: $2000 Physicians in Practice
$1700 Residents (with letter from chief)

CME: 45 Category 1 Credits

Kavita Dedhia, MD
Malcolm D. Graham, MD

Douglas E. Mattox, MD
N.Wendell Todd, MD, MPH

Course Faculty:

For more information, please visit our website at:
www.otolaryngology.emory.edu

or you may email us at:
emoryotolaryngology@emory.edu

Esther X. Vivas, MD
Course Director:

Esther X. Vivas, MD C. Arturo Solares, MD

http://entnet.org/bulletin


 classifieds  employment

34 NOVEMBER 2019    AAO-HNS BULLETIN    ENTNET.ORG/BULLETIN

The Ohio State University 
Department of Otolaryngology – 

Head and Neck Surgery

BC/BE General Otolaryngologist

The Medical Center is expanding its ambulatory 
footprint and its off-campus sites. As a result 
the Department is seeking board certified/board 
eligible Generalists to join the Department of 
Otolaryngology – Head and Neck Surgery at 
The Ohio State University.  Applicants must 
demonstrate excellence in patient care, research, 
teaching, and clinical leadership. Experience/
interest in sleep medicine is preferred. This is 
an outstanding opportunity to join one of the top 
ranked programs in the country. Located in the heart 
of Ohio, Columbus offers a population of over 1.5 
million people and excellent cultural, sporting, and 
family activities.

Send letter of interest and CV to:

James Rocco, MD, PhD
Professor and Chair

The Ohio State University 
Department of Otolaryngology

915 Olentangy River Rd. Suite 4000
Columbus, Ohio 43212

E-mail: mark.inman@osumc.edu
Department Administrator
Or fax to: 614-293-7292 

Phone: 614-293-3470

The Ohio State University is an Equal Opportunity 
Affirmative Action Employer. Women, minorities, 
Vietnam-era veterans, and individuals with disabilities 
are encouraged to apply

A well-established, premier and highly respected ENT private 
practice in Fayetteville, North Carolina is seeking a full time 
BC/BE General Otolaryngologist or Otologist.  We offer a 
full spectrum of ENT services including complete audiology, 
hearing aids sales, vestibular services, laryngology, otology, 
head and neck surgery, in-office CT, allergy, Tru Di navigation 
balloon sinuplasty, eustachian tuboplasty, LATERA implants.

The Fayetteville Sandhills region enjoys easy access to 
mountains and coastal beaches.  We offer a competitive 
compensation package with potential buy in opportunity after 
2 years of joining our practice. Admitting privileges and pay 
for call at Cape Fear Valley Hospital.

For confidential consideration please email your CV to Dr. 
Steven Pantelakos at stpent@nc.rr.com or Gwendolyn Parks at 
gwenp@fayent.com.  
You may visit us at www.fayent.com.

Johns Hopkins University School of Medicine
Head and Neck Surgeon

The Department of Otolaryngology- Head and Neck Surgery of the 
Johns Hopkins University School of Medicine is seeking applications 
for a full-time faculty position with expertise in head and neck 
surgery. The selected candidate will be responsible for the care and 
management of patients, the teaching and supervision of residents 
and fellows, and with opportunities to conduct research. The primary 
practice location will be at Johns Hopkins Head and Neck Surgery at 
the Greater Baltimore Medical Center Milton J. Dance Jr. Head and 
Neck Center.

Salary will be commensurate with qualifications and experience. 
Interested individuals should submit a letter of interest and current 
curriculum vitae to:

David W. Eisele, MD, FACS
Andelot Professor and Director
Department of Otolaryngology-Head and Neck Surgery
Johns Hopkins University School of Medicine
601 North Caroline St., Suite 6210
Baltimore, MD 21287

Johns Hopkins University is committed to policies of equal 
opportunity and affirmative action which are essential to its mission 
of promoting research, service and academic excellence.
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COLORADO PRACTICE FOR SALE 

 

Established solo Otolaryngology practice in Fort Collins, CO 

Full audiology services with experienced midlevel providers and 
support staff 

Local hospitals part of the University of Colorado network with full 
array of specialties and services 

Desirable university town with excellent schools, consistently 
rated as one of the top places to live 

Wide range of outdoor options within minutes 

5-7 weeks of paid ER call annually 

Greater than $350,000-400,000 annual income 

Owner willing to assist with transition 

Contact dr.marclou@gmail.com 

Otolaryngology
Call This “Top 10” Community Home

                   McFarland Clinic is seeking a BE/BC Otolaryngologist  
                   to join our extraordinary team and provide exceptional 
c                   care within Iowa’s largest multidisciplinary clinic.
                   Consistently ranked in the top 10 “Best Places to Live”  
                   by Money Magazine and CNNMoney.com, this thriving 
town has been ranked in the top 3 cities in the country for job growth.

Extraordinary Care, Every Day

• daVinci Robot and the Olympus Video
  System
• In-office laryngeal biopsies
• New state-of-the-art minor procedure
  room
• Epic EMR System
• Weekly cancer case conference
• Established, collegial team and support
  staff
• Physician owned and governed
• Large, established referral network
• One of the least litigious states in the
  country
• “#1 Best State to Practice Medicine”
  -WalletHub

Contact Doug Kenner
866.670.0334 or dkenner@mountainmed.net

EEO/AA Employer/Protected Vet/Disabled

Ames, Iowa is a family friendly town that offers top-quality education with 
the best school district in the state. This Big 12 city has been voted the “Best 
College Town” by Livability.com. Our proud community boasts the cultural, 
recreational and entertainment amenities of a big city while maintaining the 
charm that you would expect from small-town living. Welcome to Ames, a 
place that will quickly become your hometown. 

South Florida ENT Associates, a fifty plus physician group 
practice operating in Miami-Dade, Broward and Palm Beach 
Counties, has immediate openings for full-time ENT Physicians. 
South Florida ENT Associates is the second largest ENT group 
in the country and the largest in the state of Florida. We provide 
full service ENT including Audiology, Hearing Aid Sales, Allergy, 
Facial Plastics, Robotics and CT services.

We offer an excellent salary/bonus with partnership track, health 
insurance, paid vacation time, malpractice insurance and CME 
reimbursement, plus other benefits.

Candidate must have strong clinical knowledge, excellent 
communication skills, be highly motivated and hardworking.

This position will include both office and hospital settings.

Requirements:
Board Certified or Eligible preferred

MD/DO from approved medical/osteopathy school and graduation 
from accredited residency program in ENT

Current Florida license
Bilingual (English/Spanish) preferred 

Excellent communication and interpersonal skills
F/T - M-F plus call

For more information about us, please visit www.sfenta.com.

Contact Information:
Contact name: Stacey Citrin, CEO

Phone: (305) 558-3724 • Cellular: (954) 803-9511
E-mail: scitrin@southfloridaent.com

The Stony Brook University Department of Surgery and the Division of 
Otolaryngology is recruiting an attending at the level of Clinical Assistant 
Professor to serve the medical needs of currently underserved population 
on Long Island. The individual will work closely with the surgeons in the 
division as well as the Department of Surgery. Interest in development of a 
laryngology practice both in the hospital setting as well as the community. 
Interest in research and the mentoring of residents and medical students. 
Publications and clinical experience in the fi eld of Otolaryngology/
Laryngology.
Required Qualifi cations: MD/DO Degree. Board Certifi ed or Board Eligible 
and Fellowship trained in Otolaryngology and eligible for, or have a license to 
practice medicine in New York State. The candidate will have demonstrated 
clinical and research capabilities, interest and experience in teaching and 
supervision of undergraduate, medical students and residents.
Preferred Qualifi cations: Experience in an academic medical facility with 
an active clinical practice. Demonstrated experience in research and the 
mentoring of residents and medical students. Publications and clinical 
experience in Otolaryngology/Laryngology.
Application Procedure: 
1.  Complete the online Applicant Information Survey. Do not submit this 

survey to the department with your application. Any questions regarding 
the survey, please email oide@stonybrook.edu.

2.  Submit a State Employment Application, cover letter and resume/CV to 
the departmental address or fax below.

David A. Schessel, MD, PhD
Chief and Associate Professor of Surgery, Otolaryngology, Head and Neck 

Surgery, Medical Director of Speech and Hearing
C/O Debbie Morganelli, Department of Surgery, Stony Brook Medicine

Health Science Center Level 19, room 068
Stony Brook, NY 11794-8191, Fax: (631) 444-8947

For a full position description or application procedures, visit: 
www.stonybrook.edu/jobs (Ref. # F-9817-19-09-F)

Stony Brook University is an affi rmative action/
equal opportunity employer and educator.

Clinical Assistant/
Associate Professor

http://entnet.org/bulletin
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• The collegial expertise and guidance of nationally and internationally recognized specialists and subspecialists
• The prestige of an academic institution, without the bureaucracy
• Clinical faculty appointments at renowned tertiary centers including Mount Sinai, Northwell and Montefiore
• A starting salary of $300,000
• A well-traveled road to partnership without buy-ins and buy-outs
• A governance structure that gives you a voice from Day 1, and colleagues who understand there is more to life

than just practicing medicine

Our continued growth, coupled with upcoming physician retirements, means opportunity for you!

For more information, contact our President, Robert Green, MD (Rgreen@entandallergy.com)
or our Chief Executive Officer, Robert Glazer (Rglazer@entandallergy.com or call 914-490-8880).

Full time Specialty and Sub-Specialty Positions Available
At the Preeminent Otolaryngology Partnership in the Nation

Here’s your opportunity to become a member of ENT and Allergy Associates, LLP (ENTA) and serve patients in state-
of-the-art clinical offices in the Hudson Valley, Metro NYC, Long Island and Central / Northern New Jersey.

We offer new associates:

General Comprehensive Otolaryngologist – 
Head and Neck Surgeon

The Department of Head & Neck Surgery at the David Geffen School of Medicine at 
UCLA is seeking full-time, clinical, non-tenure track general otolaryngologists to join its 
expanding community specialty clinical practice as a Staff Physician.  The otolaryngologist 
will see patients at the community practice locations in the Greater Los Angeles area 
as needed by the Department, and will perform surgery primarily in community Surgery 
Centers. Candidates should possess excellent communication skills, be a team player, 
and be highly motivated to provide general otolaryngology services to the community. 
Applicants must be Board certified (or eligible) and have (or be eligible to apply for) a 
current California medical license.

Experience and/or a practice focus in comprehensive otolaryngology - head and neck 
surgery is preferred.

UCLA seeks candidates whose experience, teaching, research, or community service has 
prepared them to contribute to our commitment to diversity and excellence.

The University of California is an Equal Opportunity/Affirmative Action Employer. All 
qualified applicants will receive consideration for employment without regard to race, 
color, religion, sex, sexual orientation, gender identity, national origin, disability, age or 
protected veteran status. For the complete University of California nondiscrimination and 
affirmative action policy, see: UC Nondiscrimination & Affirmative Action Policy.

Letters of inquiry and curriculum vitae should be sent to:
 
Maie A. St. John, M.D., Ph.D., FACS
Professor and Chair, Department of Head & Neck Surgery
Thomas C. Calcaterra  Chair in Head and Neck Surgery 
Co-Director, UCLA Head and Neck Cancer Program
Jonsson Comprehensive Cancer Center 
David Geffen School of Medicine at UCLA
10833 Le Conte Avenue, CHS 62-132
Los Angeles, CA 90095-1624

The Department of Otolaryngology at the University of Florida is 
seeking applicants who wish to pursue an academic career in 
Otology/Neurotology at the rank of Assistant, Associate, or Full 
Professor. Track and rank will be commensurate with experience. 
The department has 16 faculty members and 15 residents. The 
desired candidate should possess a strong commitment to both 
clinical practice as well as resident teaching. Fellowship training 
in Otology or Neurotology, or significant comparable clinical 
experience in such fields is desired.  Applicants should be board 
certified or board eligible in Otolaryngology or Neurotology, and 
licensed (or eligible) to practice in Florida. Salary is negotiable and 
will be commensurate with experience and training.

To apply, please go to https://facultyjobs.hr.ufl.edu, search using 
“Otolaryngology, Gainesville”. After applying, please send your CV 
and cover letter to: 

Department of Otolaryngology
 Attn: Neil Chheda, MD University of Florida

PO Box 100264
Gainesville, FL 32610-0264 

Email: neil.chheda@ent.ufl.edu

The University of Florida is an equal opportunity institution 
dedicated to building a broadly diverse and inclusive faculty and 
staff.
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Head & Neck Oncologic Surgeon

The University of Utah Department of Surgery, Division 
of Otolaryngology – Head & Neck Surgery seeks a BC/
BE faculty with an interest in oncologic surgery. This is a 
full-time clinical track position at the Assistant Professor 
level. Responsibilities will include teaching, research, and 
clinical care at the University of Utah Health as well as at 
the Huntsman Cancer Institute, which is an NCI-Designated 
Comprehensive Cancer Center. Position available July, 2020.

Applicants must apply at:
http://utah.peopleadmin.com/postings/96512 

For additional information, contact:
Susan Harrison
801-585-3186

susan.harrison@hsc.utah.edu

The University of Utah Health (U of U Health) is a patient 
focused center distinguished by collaboration, excellence, 
leadership, and respect. The U of U Health values candidates 
who are committed to fostering and furthering the culture 
of compassion, collaboration, innovation, accountability, 
diversity, integrity, quality, and trust that is integral to our 
mission.

General Otorhinolaryngology 
Faculty Positions

The Department of Otorhinolaryngology-Head & Neck Surgery is 
recruiting up to 3 general otorhinolaryngologists to join its expanding 
suburban practices. This is a unique opportunity to join a growing 
academic department in a large metro area. Interest in sleep and/or 
allergy is desirable, but not required. These positions also involve a 
20% commitment to the Department's teaching sites. Academic 
appointment commensurate with experience.
Please submit your CV and application here: www.ent4.me/recruit 

Interest and questions may be directed to:
Martin J. Citardi, MD
Professor & Chair
The University of Texas Health Science Center at Houston
Department of Otorhinolaryngology-Head & Neck Surgery
Fax: 713-383-1410    Email: Martin.J.Citardi@uth.tmc.edu

UTHealth is an EEO/AA employer. UTHealth does not discriminate on the basis of race, 
color, religion, gender, sexual orientation, national origin, genetics, disability, age, or any 
other basis prohibited by law. EOE/M/F/Disabled/Vet.
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Academic Faculty Position, Pediatric Otolaryngology 

The Department of Otolaryngology-Head and Neck Surgery at 
Washington University School of Medicine invites applications for 
a full-time faculty position at the Assistant or Associate Professor 
level in the Division of Pediatric Otolaryngology. Fellowship training 
in Pediatric Otolaryngology is required. We encourage candidates 
with a commitment to education and research to apply. This position 
will include patient care responsibilities at St. Louis Children’s 
Hospital and the Children’s Specialty Care Center. Candidates 
must be able to obtain a Missouri State license and must be board 
certified in Otolaryngology or eligible for certification. Interested 
applicants are invited to submit their CV on the WUSM website at:  
https://facultyopportunities.wustl.edu 

Keiko Hirose, MD
Division Chief, Pediatric Otolaryngology
Department of Otolaryngology-Head & Neck Surgery
Washington University School of Medicine

Washington University in St. Louis is committed to the principles and practices of equal 

employment opportunity and affirmative action. It is the university’s policy to recruit, hire, 

train, and promote persons in all job titles without regard to race, color, age, religion, 

gender, sexual orientation, gender identity or expression, national origin, veteran status, 

disability, or genetic information.

http://entnet.org/bulletin
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The Division of Laryngeal Surgery is seeking applicants for clinical fellowship 
positions. The fellowship training covers all aspects of laryngeal surgery, 
voice disorders, and management of the professional voice. The curriculum 
will provide a wide range of experiences, including phonomicrosurgery (cold 
instruments and lasers), laryngeal framework surgery, novel operating-room 
and office-based laser (Pulsed-KTP, Thulium) treatment, complex laryngeal 
stenosis with aortic homograft transplantation, and the use of botulinum 
toxin injections for spasmodic dysphonia. The fellow will participate in the 
management of voice disorders and clinical research as a member of a 
multidisciplinary team (voice scientists and speech pathologists) that has 
access to state-of the-art voice clinic and surgical engineering laboratory 
facilities. The research fellowship provides numerous opportunities to focus on 
grant-funded (NIH and private foundations) clinical and basic science research 
projects in collaboration with interdisciplinary teams of scientists and clinicians 
at the Massachusetts Institute of Technology and the Wellman Laboratories 
of Photomedicine at the Massachusetts General Hospital. The option to 
collaborate with local music conservatories is also available. Qualified minority 
and female candidates are encouraged to apply. Send curriculum vitae and 
three letters of recommendation. The Massachusetts General Hospital is a 
teaching affiliate of Harvard Medical School.

Direct inquiries to:
Steven M. Zeitels, MD, FACS

Eugene B. Casey Professor of Laryngeal Surgery, Harvard Medical 
School

Director: Center for Laryngeal Surgery & Voice Rehabilitation
Massachusetts General Hospital
One Bowdoin Square, 11th Floor

Boston, MA 02114
Telephone: (617) 726-0210 Fax: (617) 726-0222

zeitels.steven@mgh.harvard.edu

CLINICAL FELLOWSHIP IN
LARYNGEAL SURGERY AND VOICE DISORDERS

Massachusetts General Hospital
The Department of Otolaryngology at the University of Florida is 
seeking applicants who wish to pursue an academic career in 
General Otolaryngology at the rank of Assistant, Associate, or Full 
Professor. Track and rank will be commensurate with experience. 
The department has 16 faculty members and 15 residents. The 
desired candidate should possess a strong commitment to both 
clinical practice as well as resident teaching. Applicants should be 
board certified or board eligible and licensed (or eligible) to practice 
in Florida.  Significant relevant clinical experience and/or fellowship 
training in the chosen field is desired.  Salary is negotiable and will 
be commensurate with experience and training.

To apply, please go to https://facultyjobs.hr.ufl.edu, search using 
“Otolaryngology, Gainesville”. After applying, please send your CV 
and cover letter to: 

Department of Otolaryngology
Attn: Brian Lobo, MD
University of Florida

PO Box 100264
Gainesville  FL  32610-0264
Email:brian.lobo@ent.ufl.edu

The University of Florida is an equal opportunity institution 
dedicated to building a broadly diverse and inclusive faculty and 
staff.
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Otolaryngologist
Department of Otolaryngology- Head and Neck Surgery

Washington University School of Medicine

The Department of Otolaryngology-Head and Neck Surgery 
at Washington University School of Medicine in St. Louis, 
MO is seeking a Board certified or Board eligible physician(s) 
to provide patient care with a focus in comprehensive 
otolaryngology. Teaching of residents and medical students 
is expected.  A variety of research opportunities are 
available. The clinical environment may include the main 
campus, as well as community locations in West, North 
and/or South St. Louis County.  Applicants may apply for 
an assistant, associate or full professor appointment based 
on prior experience and training. The department has vast 
opportunity to provide cutting edge patient care in addition 
to basic, translational and clinical research experience. 
Collaboration with existing departmental clinical and basic 
investigators is encouraged. Salary is negotiable and 
commensurate with rank, training and experience.

Interested candidates should apply at https://
facultyopportunities.wustl.edu.

http://entnet.org/bulletin
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action institution which proudly values
diversity. Candidates of all backgrounds

are encouraged to apply.

in Galveston, Texas is actively recruiting enthusiastic 
candidates for three full-time positions.

Laryngologist
FULL-TIME BE/BC

FELLOWSHIP TRAINED FACULTY

Rhinologist
FULL-TIME BE/BC

FELLOWSHIP TRAINED FACULTY

Facial Plastic/
Reconstructive Surgeon

FULL-TIME BE/BC
FELLOWSHIP TRAINED FACULTY

Please direct your Letter of Interest and CV to:

Vicente Resto, MD, PhD, FACS
Physician Executive for Growth

Assoc. Chief Physician Executive for Faculty Group Practice
Chair, Department of Otolaryngology UTMB Health
301 University Boulevard, Galveston, TX 77555-0521

Email: varesto@utmb.edu
Phone: 409-772-2701

�ese positions entail opportunities to participate in all 
aspects of clinical practice, as well as resident  and 
medical student education. Candidates interested in 
pursuing comparative e�ectiveness clinical outcomes 
research are of particular interest.

In response to the rapid growth in our communities, 
the department has grown to now include 14 
practitioners delivering care through all subspecialty 
areas of otolaryngology, a division of audiology, and a 
division of speech language pathology.

As a system, UTMB Health has similarly grown as 
exempli�ed by the building of two cutting-edge 
surgical hospitals and the acquisition of a third. With a 
light call schedule and generous bene�ts, this is an 
outstanding opportunity in one of the fastest growing 
geographic regions in the country.

http://entnet.org/bulletin
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It’s so advanced, it actually learns from you. Modernizing Medicine®’s 

all-in-one platform was designed by practicing physicians to streamline 

treatment and help improve workflow. From the moment you first log 

in, it begins learning how you practice, diagnose and treat patients, 

customizing itself to help give your practice greater efficiency.

      

See why healthcare professionals from around the country have 
ranked it the #1 EHR system in otolaryngology.*
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