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As we embark on this 

journey over the next 

year together, I hope that 

all members will have the 

confidence and trust to 

reach out to me and the 

Academy as their friends 

and partners. 

You’ve Got a Friend

Ken Yanagisawa MD 
AAO-HNS/F President

toward advancing and benefitting his patients and 
our Academy. As he often stated, “In my unbiased 
opinion, otolaryngology is the best specialty.” Turns 
out he was correct…as was so often the case. 

During residency, I befriended many full-
time academic and academically oriented private 
practitioners to create clinical projects, and submit 
them for presentation at local, regional, or if worthy 
enough, AAO-HNSF Annual Meeting submission 
and pray for acceptance. It was thrilling to attend all 
the meetings and to learn and crystalize new ideas 
and thoughts about shaping my evolving practice. It 
was exciting and inspirational to meet great leaders 
and revered colleagues in our field and to have the 
opportunity to shake their hands and chat. My father 
would always capture the obligatory picture (with 
perfect lighting and composition, of course), which 
chronicled so many cherished memories! Many of 
these individuals remain my most valued friends.

As we navigate through the upcoming year, I 
believe it is vital to communicate with each other 
about what is working in our practices and what 
obstacles confront us in maintaining practice success 
and solvency. COVID-19 and its multiple variants 
will undoubtedly continue to influence providers’ 
lives, as well as our ability to provide safe and 
effective healthcare to our patients. There are also 
impending issues with reduced reimbursements due 
to governmental mandates and regulations and payer 
issues. I will dedicate my presidency to confronting 
these vital practice management concerns, seeking 
solutions and resolutions. 

Many other topics of concern to our membership 
are on my radar and will be addressed in my 
upcoming Bulletin articles addressing wellness, 
priorities, advocacy, unity, and mentorship. I am very 
excited about the new Business of Medicine element 
of our AAO-HNS/F Strategic Plan that will assist 
ALL otolaryngologists, as well as the Private Practice 
Study Group, which will provide a voice for many 
practitioners on the front lines to share successes, 
challenges, and most importantly, directions and 
approaches to address the multitude of problems in 
our current healthcare quagmire. 

The Academy has developed and honed a plethora 
of activities to benefit its members. As we embark on 
this journey over the next year together, I hope that 
all members will have the confidence and trust to 
reach out to me and the Academy as their friends and 
partners. We are genuinely interested in members’ 
concerns and will listen intently to understand and 
hopefully resolve issues as a team. Reach out … 
“You’ve got a friend.” 

“Winter, spring, 
summer or fall
All you have to do is call
And I'll be there
You've got a friend”
 -James Taylor/Carole King 

C OVID-19 presented the world with an 
unexpected, unprecedented, and catastrophic 
global healthcare crisis. As incoming President 

of our AAO-HNS/F, I extend congratulations and 
utmost appreciation for the leadership of our two 
“COVID-19 Presidents” to date—Dr. Duane Taylor 
and Dr. Carol Bradford—as well as the vision and 
proactive actions taken by our incredible Academy 
team of Dr. James Denneny III and our dedicated 
Academy staff. This has been a perilous pandemic, 
and sadly, the end is not yet in sight. I am prepared 
to continue the battle to protect our providers, our 
patients, and our offices and staff.

In many ways, the Academy was our lifeline in 
the spring of 2020—a true friend to all members—
whom we could trust and turn to in our moment 
of dire need. There were terrifying unknowns and 
fears of this organism’s behavior, transmission, 
and potential for grave illness, not to mention the 
financial turmoil it produced with so many office 
shutdowns and serious jeopardy to practice viability. 
The numerous webcasts, podcasts, and publications 
were informative, timely, and valuable.

My mother used to say, “War unites a nation and 
its communities”—I always found it a bit peculiar to 
view war as anything but terrible. Yet, in many ways, 
we waged a war against this virus, and the unity that 
ensued early in the pandemic among our numerous 
otolaryngologic subspecialties, as well as colleagues 
from many medical communities, was remarkable, 
demonstrating a singular purpose to defeat the 
enemy. We all wanted to stay safe and healthy, 
protect one another and our families from infection, 
and ultimately take necessary measures to overcome 
the enemy and its multiple iterations, yet continue 
our mission of medical care. Healthcare workers 
were celebrated as brave heroes. 

My original best friend and ally (before I met 
my wife, Julia) is my father, Dr. Eiji Yanagisawa, 
a pioneering otolaryngologist who immersed 
himself and his photographic/videographic talents 

http://entnet.org/bulletin
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How you understand 

and use your social, 

behavioral, cognitive, 

emotional, and physical 

intelligence can make all 

the difference in whether 

you experience a positive 

or negative outcome.

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

“burnout” in medicine was in its early stages.  
We were all familiar with the situational stress and 
pressure that was increasing in all our practices, but 
I had never seriously thought about the subject. I 
began to look at it closely as our representative on 
an American Medical Association (AMA) Wellness 
Task Force, and the more I learned, I could see it in 
my friends in our specialty and in general throughout 
society. Early on there was a push to identify 
causative stressors and a great deal of data was 
published. The recognition that this is a systemic, not 
individual problem in most circumstances, is critical 
to moving forward. As a small specialty organization, 
we did not have the resources to devote to the 
problem that the AMA and other large organizations 
did. We therefore tried to advocate to relieve 
individual stressors, such as the electronic health 
record, work hours, and payer-related obstacles. We 
started a Wellness Task Force and scheduled many 
education presentations at meetings and through our 
continuing education program.

Unfortunately, most stressors were unable to be 
reduced and an additional major factor, COVID-19, 
appeared on the scene. Completing the short course 
with Dr. Sangwan has given me hope that we can 
move the needle without getting rid of all the stressors 
aggravating the problem. 

Starting with the scientific basics, such as diet, 
sleep, and exercise, and extending to communications 
skills, including listening and understanding, and 
how to recognize difficult situations, such as Steven 
Karpman’s Drama Triangle, are critical to navigating 
the difficult circumstances we all find ourselves 
in. Understanding your physical, social, and 
spiritual energy and what affects them, especially 
circumstances that cause you to “leak” energy and 
worsen the problem is a valuable step in mitigating 
current and preventing future occurrences. 

As part of the Strategic Plan, we proposed 
the creation of a certificate course in wellness 
for our members that would include foundational 
knowledge and strategies that can be personalized 
for each participant. Those who complete the course 
will receive CME credit. They will also be part of 
our Wellness Ambassadors program to be available 
at meetings and participate as peer-to-peer resources 
for their colleagues as well as local/regional trainers 
if so moved. 

In preparation for her term as President of the 
AAO-HNS/F, Carol R. Bradford, MD, MS, 
and I met during the summer of 2020 to discuss 

areas that she would like to focus on during her 
presidential year. We both felt it was important 
that there was alignment between these goals, 
the upcoming strategic planning process, our 
125 Strong Campaign, and most importantly, 
the needs of our members and their patients. We 
had just been informed that we would be unable 
to hold an in-person Annual Meeting in Boston, 
Massachusetts, due to the COVID-19 pandemic. 
Most projections at that time suggested that we 
would be able to hold a “normal” 2021 Annual 
Meeting that would mark our 125th anniversary as 
an organization. Planning had already begun for this 
celebration that would also need to align with her 
areas of focus.

Our celebratory event needed a relevant topic 
and an exceptional Opening Ceremony speaker. 
As the summer progressed into early 2021 after 
the completion of the Strategic Plan, it was clear that 
additional stressors were mounting continually on our 
members and medical providers in general. Wellness 
was being challenged and burnout more frequent 
and intense. We decided to search for an expert who 
was engaging and offered actionable solutions in 
distinction to more detailed analytics. We had the great 
fortune to come across a video of our eventual speaker, 
Neha Sangwan, MD, who matched precisely what we 
were after. She lived up to our expectations and more 
and delivered a fabulous talk based on science with 
numerous actionable takeaways for the audience. If 
you have not heard her presentation or would like 
to hear it an additional time, it is available on the 
meeting platform and through OTO Logic.

Additionally, Dr. Sangwan offered the 
opportunity for Academy leadership to take part 
in an eight-week course designed for the medical 
community. Several leaders and members of our 
staff, including me, took part in this course and 
reaped meaningful benefit from participation. 
Experiences shared during the course were 
instructional as she authors her next book as 
well as were directly beneficial to participants 
contemporaneously.

When I first began in my role as EVP/CEO 
in 2014, the recognition of the significance of 

Moving the Needle toward Wellness and Resilience

http://entnet.org/bulletin
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New Lifetime and 30-Year Members
The American Academy of Otolaryngology–Head and Neck Surgery congratulates 

the following members who have earned Lifetime status with the Academy and 

those celebrating 30 years of membership in 2021. Your commitment to the 

Academy is a testament to the dedication you have to your colleagues, your patients, 

and the healthcare community. Your support continues to help us strive to be 

the global leaders in optimizing quality ear, nose, and throat patient care through 

professional and public education, research, and health policy advocacy.

LIFETIME MEMBERSHIP 
CERTIFICATE OF RECOGNITION

in recognition of  continuous valued support for the goals and mission 
of  the American Academy of  Otolaryngology–Head and Neck Surgery

Carol R. Bradford, MD, MS 
President 2020-2021

James C. Denneny III, MD
Executive Vice President/CEO

The following individuals earned lifetime  
membership status with the Academy in 2021

The following 
individuals are 
Lifetime members:

Vijay M. Adappa, MD
Sudhir P. Agarwal, MD
Ali M. Agha, MD
Edgar I. Ailor III, MD
L. Peter P. Alt, MD
Laurence Ariyasu, MD
David J. Aroesty, MD
Fred G. Arrigg, Jr., MD
Benjamin F. Asher, MD
Thomas H. Ayre III, MD
Murat Bankaci, MD
Jeffrey L. Barber, MD
John F. Barrord, MD
Jeffrey W. Bartels, MD
James E. Benecke, Jr., MD
Nikhil J. Bhatt, MD
Bjorn Bie, MD
Merrill A. Biel, MD
Janice L. Birney, MD
Mary Blome, MD
James R. Bratton, Jr., MD
Kathryn A. Breslin, MD
Richard C. Bryarly, Jr., MD
Lawrence S. Burns, MD
Daniel E. CaJacob, MD
Craig A. Calloway, MD
C. Ron Cannon, MD
Glenwood A. Charles, MD
Stephen G. Chase, MD
Eaton Chen, MD, MPH
James M. Chow, MD
Avon C. Coffman, DO
James I. Cohen, MD, PhD
Marc F. Colman, MD
J. Robert Coltharp, Jr., MD
Stephen F. Conley, MD

Jacquelynne P. Corey, MD
Robert J. Cusumano, MD
James P. Cuyler, MD
Gaither G. Davis, MD
Orrin Davis, MD
Keith F. DeSonier, MD
Eric J. Dierks, DMD, MD
Cesar V. Dionisio, MD
Larry C. Dobbs, MD
Clifford B. Dubbin, MD
Sigsbee W. Duck, MD
Newton O. Duncan III, MD
Michael B. DuVall, MD
Theodore C. Dyer, MD
Stephen V. Early, MD
Wayne B. Eisman, MD
Susan Emmerson, MD
James B. Erhardt, MD
John R. Faith, MD
Isabel Feinstein, MD
Robert A. Fishman, MD
Steven M. Fletcher, MD
Ray Fontenot, Jr., MD
Alan J. Freint, MD
Timoteo R. Gabriel, Jr., MD
Terry J. Garfinkle, MD, MBA
Thomas G. Gerber, Jr., MD
Lynne J. Girard, MD
Richard E. Goble, MD
Joel A. Goebel, MD
M. Alan Goodson, MD
Debbie D. Habenicht, MD
Neil S. Hammerman, MD
Sheldon P. Hersh, MD
James R. Hessler, MD
Dieter F. Hoffmann, MD
John F. Hoffmann, MD
Jeremy Hornibrook, FRACS
Banipal Hovhanessian, MD
Chung-En Huang, MD
Judith Jay, MD

Paul J. Jones, MD
Jordan S. Josephson, MD
Hakimeh B. Kadivar, MD
Philip D. Kannel, DO
Jory N. Kaplan, MD
Michael J. Kaplan, MD
Frank L. Kardos, MD
Jack M. Kartush, MD
Anjum Khan, MD, MPH
Paul R. Kileny, PhD
Rosalind Kirnon, MD
Mark S. Kita, MD
G. Robert Kletzker, MD
Peter J. Koltai, MD
Richard D. Kopke, MD
H. Joseph Lantz, MD
David F. LaPatka, MD
Michael J. Larouere, MD
L. Frederick Lassen, MD
Yoram B. Leitner, MD
Barry C. Levin, MD
Toni M. Levine, MD
Bruce R. Maddern, MD
Barbara N. Malone, MD
Lawrence J. Marentette, 

MD
Charles R. Maris, MD
William H. Maxwell, MD
Diane L. McGowan, MD
Thomas E. McSoley, MD
Robert A. Mickel, MD, PhD
James S. Milligan, MD
Michael R. Morris, MD
Wilson T. Murakami, MD
Douglas R. Myers, MD
V. Rama Nathan, MD
Julie A. Newburg, MD
Erik W. Nielsen, MD
Peggyann Berguer Nowak, 

MD

Raimundo L. Obregon, MD
Kerry D. Olsen, MD
Steven J. Ossakow, MD
Didier L. Peron, MD
Michael J. Pickford, MD
John C. Ponder, MD
Nelson B. Powell, MD, DDS
Trent W. Quinlan, MD
Mukund C. Raja, MD
Palivela Raju, MD
David R. Range, MD
Philip N. Rapport, MD
Robert Rietz, MD, PhD
Pierre G. Rivet, MD
William H. Roberts, MD
Jay K. Roberts, MD
David R. Rogerson, MD
Harry R. Ruth, MD, MHA
Wassim Salamoun, MD
James L Salmon, Jr., MD
Dindy Samiadi, MD
Thomas M. Schrimpf, MD
Harmon E. Schwartz, MD
Ilana Seligman, MD
H. Russell Semm, MD
Craig W. Senders, MD
Ronald B. Shealy, MD
Samuel Edward Sprehe, MD
John Andrew Stith, MD
Gwen E. Stone, MD
Marcelle Sulek, MD
Jason B. Surow, MD
John J. Trimble III, MD
Austin I. Trinidade, MB, 

ChB, FRCS
Marie E. Valdes, MD
Jeanne Vedder, MD
Michael C. Vidas, MD
Hayes H. Wanamaker, MD
Hiroshi Watanabe, MD

Robert C. Waters, MD
Mark C. Weissler, MD
Charles B. West, Jr., MD
Ralph F Wetmore, MD
Alan P. Wild, MD
Earl V. Wilkinson, MD
R. Mark Williams, MD
Leslie K. Williamson, MD
Brian C. Wilson, MD
Eric L. Winarsky, MD
Phillips H. Winter, MD
Mark A. Wohlgemuth, MD
Arthur P. Wood, MD
Charles A. Yates, MD

The following 
individuals are 
celebrating 30 years  
of membership:

Kristi Adachi, MD
Michael Agostino, MD
Nasir Ahmad, MD
Ronald V. Allen, MD
Gregory C. Allen, MD
Curt A. Allison, MD
Steven B. Aragon, DDS, MD
Michael H. Arenstein, MD
Ellis M. Arjmand, MD, PhD
Michael Armstrong, Jr., MD
Michael A. Avidano, MD
Douglas D. Backous, MD
Robert S. Bahadori, MD
Richard L. Bailey, MD
Douglas Barnes, MD
Scott N. Bateman, MD
John W. Becker, MD
Marie H. Becker, MD
Peter J. Bernard, MD
Steven A. Bielamowicz, MD

Carol M. Bier-Laning, MD
Ronald J. Blevins, MD
Nikolas H. Blevins, MD
Jennifer F. Bock, MD
Charles J. Bogdan, MD
John M. Bosworth, Jr., MD
I. David Bough, Jr., MD
Kristen Brew, MD
Kevin E. Bright, MD
Mitchell F. Brin, MD
Kenneth B. Briskin, MD
Michael D. Bryan, MD
William J. Bulkley, MD
James G. Burson, MD
Nicolas Y. BuSaba, MD
Salvatore M. Caruana, MD
David W. Chambers, MD
C Y Joseph Chang, MD
Kingsley N. Chin, MD
Efthimios C. Christopoulos, 

MD, PhD
David B. Conley, MD
Elias Curioca Karana, MD
Mark A. D'Agostino, MD
Robert A. Dattolo, MD
Terry A. Day, MD
Daniel G. Deschler, MD
Mark A. Dettelbach, MD
Daniel H. Downs, MD
Stephen J. Dubin, MD
Brian Duff, MD
Beth R. Duncan, MD, MBA
Douglas Dvorak, MD
Dwight M. Ellerbe, MD
Samy S. Elwany, MD
Donald R. Endres, MD
Daniel M. Ervin, MD
Allen M. Evans, MD
Howard A. Farrell, MD, PC
Stephen R. Favrot, MD

http://entnet.org/bulletin
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RENEW 
TODAY

 
wide range of issues including reimbursement

 Subscriptions to the peer-reviewed scientific journal, 
Otolaryngology–Head and Neck Surgery, and the Bulletin, 

 Connections to thousands of colleagues through 
ENTConnect, the exclusive online member-only forum

 And more!

DON’T LOSE ACCESS
TO YOUR BENEFITS!

RENEW TODAY at www.entnet.org/renew

Bruce L. Fetterman, MD
Edward D. Fine, MD, PhD
Norman R. Friedman, MD, 

DABSM
C. Gaelyn Garrett, MD
Mark E. Gerber, MD
Mark J. Glasgold, MD
Michael S. Goldrich, MD
Nira A. Goldstein, MD, 

MPH
Michael J. Gootee, MD
Benoit J. Gosselin, MD
John H. Greinwald, Jr., MD
Josef E. Gurian, MD
Dennis P. Han, MD
Karla K. Hansen, MD
Matthew B. Hanson, MD
Jerome E. Hester, MD
Douglas S. Hoffman, MD
Jonathan C. Irish, MD
Robert E. Johnson, MD
John W. Jones, MD
Kent P. Jones, MD
Nedra H. Joyner, MD
Thomas M. Jung, MD, PhD
Peter C. Kaiser, MD
Winifred Kao, MD
Daniel W. Karakla, MD
David Karas, MD

Paul D. Kellam, Jr., MD
Christopher J. Keller, MD
Jeffrey L. Keller, MD
Elizabeth Kentra-Gorey, MD
Marc M. Kerner, MD
Jeffrey S. Keyser, MD
Kwang H. Kim, MD, PhD
R. James Koch, MD
Philip D. Kooiker, MD
Karen M. Kost, MD, FRCSC
Daniel A. Landes, MD
F.P. Johns Langford, MD
John B. Lazor, MD, MBA
Edward C. Lee, MD
Daniel A. Leedy, MD
Andrew J. Lehr, MD
Douglas Liepert, MD
Ratnamani Lingamallu, MD
William P. Magdycz, Jr., MD
Todd D. Magnuson, MD
David J. Malis, MD
Lee M. Mandel, MD
Leila A. Mankarious, MD
Paul D. Manoukian, MD, 

MPH
Perry T. Mansfield, MD
Luis G. Marmol, MD
Douglas W. Martin, MD
Kenneth Maxwell, MD

John E. McClay, MD
Kathleen R. McDonald, MD
James Scott McMurray, 

MD
John W. Meccia, MD
Mark Mehle, MD
Nancy R. Mellin, MD
David M. Merer, MD
Christopher P. Mesick, MD
Joseph L. Mikus, MD
Robert E. Molle, MD
Patrick N. Monaghan, MD
J. Cary Moorhead, MD
Michael S. Morris, MD
John S. Morrow, MD
Michael P. Murphy, MD
Alan D. Murray, MD
Shawn D. Newlands, MD, 

PhD, MBA
Michael Joseph Olds, MD
Laura J. Orvidas, MD
Ralph G. Owen, Jr., MD
David G. Owen, MD
Blake C. Papsin, MD, FRCSC
Albert H. Park, MD
Louis G. Portugal, MD
Keith Postma, MD
R. Gregory Price-Jones, MD
Aaron Prussin, MD

C. Rose Rabinov, MD
Mark E. Reiber, MD
Debra S. Reich, MD
Jesus Reynoso-Othon, MD
Karen Rhew, MD
Randolph M. Richards, MD
David W. Roberson, MD
Adrian Roberts, MD
Kevin M. Robertson, MD
David R. Rogerson, MD
Gregory N. Rohn, MD
John H. Romanow, MD
Joseph P. Romeo, MD
Daniel L. Rosner, MD
Glenn B. Rothman, MD
Philip T. Rowan, MD
Ashu Ruparelia, MD
Robert Russell, MD
Stuart J. Sabol, MD
Thomas R. Sanford, MD
Keith E. Scharf, MD
John Scheibelhoffer, MD
Philip Schlager, MD
Anthony P. Sclafani, MD
Deborah Seelig, MD
John V. Sengas, MD
Brent A. Senior, MD
Collie B. Shaw, MD
Terry Y. Shibuya, MD

Jeffrey L. Silveira, MD
Thomas A. Simpson, MD
Robert J. Sinard, MD
David Sjulin, MD
Michael Scott Smith, MD
Richard V. Smith, MD
Benhoor Soumekh, MD
Aaron T. Spingarn, MD
Brendan C. Stack, Jr., MD
Michael A. Stamm, MD
Ralph E Stanley, MBBS 

(S’PORE), FAMS 
(ORL-S’PORE), FRCS 
(Edinburgh) 

Chris Tabatzky, MD, MPH
James R. Tandy, MD
Herman M. Teachey, MD
Erica R. Thaler, MD
Alvin Umeda, MD
Valerie J. Vitale, MD
Jeffrey T. Vrabec, MD
David L. Walner, MD
Kurtis A. Waters, MD
Donald T. Weed, MD
Tracey G. Wellendorf, MD
Phillip R. Wells, MD
Michael Widick, MD
Jeffrey L. Wilson, MD
David L. Witsell, MD, MHS

J. Robert Wyatt, MD
Mark J. Yanta, MD
Bevan Yueh, MD, MPH
Bilal Zaatari Balouli, MD, 

PhD
Joan T. Zajtchuk, MD
Daniel J. Zinder, MD

http://entnet.org/bulletin
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Free Access to Previously Recorded 
Global Grand Rounds 
To access prior free recordings, please follow  
the instructions below:

Step 1: 

Login to: www.OTOLogic.org 

Step 2: 

Enter your AAO-HNS ID number and password; 

if you don’t have an account you will need to 

create one.

Step 3: 

Click on the left-hand Navigation Bar to access 

the OTO Logic Catalog

Step 4: 

Under Activity Series click on Global Grand 

Rounds (GGR)

Step 5: 

Click Launch for each individual Global 

Grand Rounds (GGR) that you want to access.

Need assistance? Contact us at otologic@
entnet.org. 
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milestone
moments

1978 exhibits with 1940 
exhibits in left bottom 
inset

1996: The Academy launched its first 
website at www.entnet.org.

2001: The new AAO-HNS Section for 
Residents and Fellows-in-Training was 
initiated, giving residents both support 
and an opportunity to shape their chosen 
specialty.

2010: The Women in Otolaryngology 
Committee transitioned to the WIO 
Section.

2015: The Young Physicians Committee 
transitioned to the Young Physicians 
Section.

2018: ENThealth.org launched as the 
AAO-HNSF patient-focused website.

The AAO-HNSF Global Grand Rounds series 
is an initiative of the Academy’s International 
Advisory Board (IAB) to improve care of 
patients and physician education around the 
globe. It is a virtual event, held quarterly, 
that is open to all otolaryngologists around 
the world. Moderated by IAB leaders, each 
session includes world thought leaders and 
expert panel presentations followed by an 
opportunity for attendees to ask questions.
Topic: Thyroid Cancer: New Treatment Paradigms 
and Technologies in 2021
Date: November 20, 2021, 9:00 am (ET)
Register: https://entnet-org.
zoom.us/webinar/register/
WN_3V-lsUj9Q4mIkzPO1ODOhw
  

Register Now: 
Upcoming Virtual  
Global Grand Rounds

The AAO-HNS Nominating Committee is calling for recommendations of individuals 
to be considered for an elected office. Academy members must be in good standing, 
and it is recommended that they have held membership the last three consecutive 
years, 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 contact any member of the Nominating Committee requesting he/she 
support your nomination for elected office and submit your application packet to Lisa 
Holman, committee staff liaison, at election@entnet.org. For more information and 
the application packet, visit Get Involved and select Annual Election. The application 
deadline is midnight (ET) December 6. No extension will be permitted. 

Call for 2022 AAO-HNS Election Nominees

http://entnet.org/bulletin
http://www.entnet.org
https://entnet-org.zoom.us/webinar/register/WN_3V-lsUj9Q4mIkzPO1ODOhw
https://entnet-org.zoom.us/webinar/register/WN_3V-lsUj9Q4mIkzPO1ODOhw
https://entnet-org.zoom.us/webinar/register/WN_3V-lsUj9Q4mIkzPO1ODOhw
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HUMANITARIAN TRAVEL GRANT

In 2020, Marissa Schwartz, MD, traveled 
to Imus City, Cavite, Philippines, with the 
Philippine American Group of Educators 
and Surgeons (PAGES). During the trip, Dr. 
Schwartz worked closely with her fellowship 
director, Steven L. Goudy, MD, as well as 
many local and international anesthesiologists 
and surgeons to repair cleft lip, cleft palate, 
and velopharyngeal insufficiency. 

Although the majority of the patients were 
young children, they also cared for several 
adults who had been living with craniofacial 
deformities for their entire lives due to the 
large disparity between the high cost of care 
and low socioeconomic status. One adult 
patient divulged that he dropped out of school 
at an early age because of the embarrassment 
of living with his birth defect. A patient of 
Dr. Schwartz had a cleft lip repair by PAGES 
and brought her three-month-old daughter to 
be cared for exactly as she had been over 20 
years before. 

Given that the timing of the trip coincided 
with the eruption of the Taal Volcano and the 

emergence of coronavirus in China, there 
was an even smaller presence of volunteer 
anesthesiologists and surgeons than in 
previous years to provide care for those 
patients who had signed up for surgery weeks 
before the team’s arrival. 

“I am extremely grateful for the support 
provided by AAO-HNSF, which allowed me 
to pursue this formative experience.  
I met wonderful physicians from all over the 
world, developed meaningful connections 
with patients, and gained invaluable technical 
skills. I hope to continue to participate in 
international medical mission throughout my 
career,” said  
Dr. Schwartz.   READ MORE ONLINE

Longer article available

Education Opportunities in Neurotology
With numerous free education modules and surgical videos in OTO Source, you can review a 
breadth of in-depth topics, from temporal bone and lateral skull base imaging to facial nerve 
testing. A wealth of information may be found at www.otosource.org.  

WIO Virtual Speed 
Networking Event! 
Join your WIO Section colleagues on 
Saturday, November 6, 6:00 - 7:15 pm (ET) 
for a virtual networking event. Twenty 
prominent women leaders from the field 
of otolaryngology-head and neck surgery 
will share their experiences and advice on 
topics ranging from wellness, work/life 
balance, leadership, sponsorship, career 
transition, underrepresented populations in 
medicine, financial health, private practice, 
philanthropy, negotiations, and growth 
mindset. Small virtual breakout sessions will 
facilitate networking. Click the following link 
to register: https://www.eventbrite.com/e/
wio-virtual-speed-networking-event-
registration-168343815885 

Physicians who volunteer their time and services during a federally-declared disaster may find 
themselves subject to unjust lawsuits due to inconsistencies in federal and state laws regarding 
medical liability. To address this problem, U.S. Representatives Raul Ruiz, MD (D-CA-36), and 
Larry Bucshon, MD (R-IN-08), introduced legislation to create commonsense, targeted medical 
liability protections for healthcare professionals that provide care during a public health emergency 
or natural disaster. Please contact your U.S. Representative today and ask them to sign on as a 
cosponsor for H.R. 5239, the “Good Samaritan Health Professionals Act.” 
Click ‘Learn More’ to contact your U.S. Representative http://entadvocacy.org/.- rounds/ 

Call to Action: Ask Congress to Pass Targeted 
Liability Protections for Physicians

OTO Journal
Don’t Miss the Latest 
Podcasts from OTO Journal 
The Otolaryngology–Head and Neck Surgery 
podcast series highlights research published 
in the official peer-reviewed publication of 
the American Academy of Otolaryngology–
Head and Neck Surgery Foundation. Each 
podcast, which is moderated by John 
H. Krouse, MD, PhD, MBA, Editor in 
Chief, and includes the Associate Editor 
and author of the paper, offers an in-depth 
discussion about its significance to the 
global otolaryngology community and 
quality patient care. To access the library of 
podcasts, visit http://sageotolaryngology.
sageublications.libsynpro.com.  

Medical Mission 
in Imus City

http://entnet.org/bulletin
https://www.eventbrite.com/e/wio-virtual-speed-networking-event-registration-168343815885
https://www.eventbrite.com/e/wio-virtual-speed-networking-event-registration-168343815885
https://www.eventbrite.com/e/wio-virtual-speed-networking-event-registration-168343815885
http://entadvocacy.org/
https://www.entnet.org/get-involved/international-programs/global-grand-rounds/
http://sageotolaryngology.sageublications.libsynpro.com
http://sageotolaryngology.sageublications.libsynpro.com
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pediatric otolaryngology fellowship training 
with Kenneth M. Grundfast, MD, and 
George H. Zalzal, MD. I returned to 
Hopkins to practice this subspecialty in 
1991, at an exciting time when Charles W. 
Cummings, MD, had become chair of our 
department.

What are your guiding principles for 
practice and patient care? 
My principles that guide my patient care have 
not changed over time, but with experience 
I hope that I now follow them more 
consistently. I emphasize to my patients and 
to my staff that I want to be accessible, and I 
also want to deliver evidence-based care.

What lies ahead for the specialty?
In a way our opportunities and challenges for 
the future of otolaryngology are the same—
we have rapidly advanced the science and 
practice of otolaryngology in so many areas, 
yet how to broadly deliver these advances 
to our patients in a cost-effective way is a 
daunting task.

Describe how your volunteer service 
to the Academy contributes to the 
specialty.
I have served the Academy in several ways 
during my career, but I am currently the Chair 
of the Guideline Taskforce. While these efforts 
are often time-consuming and effortful, these 
groups of talented “volunteers” create a synergy 
that advances the science and clinical practice 
of otolaryngology for all our members. 
The ability to work with Academy leaders 
and members has been a core part of my 
career development and satisfaction. Through 
this participation, I have been given the 
opportunity to shape the present and future 
of otolaryngology in ways that exceed the 
gratifying impact of 
patient care in the clinic 
and the operating room. 

Member Spotlight Interviews 
Soha N. Ghossaini, MD
Private Practice, Queens, New York

Share a little 
about yourself and 
your journey to 
otolaryngology.
My journey started at the 
American University of 
Beirut in Lebanon, where I received my 
MD and did my otolaryngology residency 
training. I pursued a two-year clinical 
otology/neurotology fellowship at Columbia 
University College of Physician and Surgeons 
in New York City, where I then stayed for six 
years as an assistant professor. As a foreign 
medical graduate and someone who trained 
outside the United States, I had to work twice 
as hard to gain people’s trust. After my time 
at Columbia University, I had the luxury 
of working at two other academic medical 
centers—Penn State Hershey Medical Center 
and University of Illinois at Chicago—before 
moving to private practice in New York City, 
which happens to be my favorite place in the 
U.S. In my current job I continue to have the 
privilege of working with residents in the 
operating room, something I cherish. 

What are your guiding principles for 
practice and patient care? 
My guiding principle for my practice has 
always been and remains to be striving for 
patient-centered care. Having the patients be 
my first priority and treating them as I would 
like my own family to be treated, help me 
find this balance and allow me to recommend 
the best possible treatment options for them.

What lies ahead for the specialty?
I believe that the greatest opportunity lies in 
us working together as one to identify new, 
unforeseen challenges and to address them 
appropriately.

How does your work impact you and 
the communities you serve? 
Being involved at the Academy not only helps 
me be a better physician but allows me to gain 
more insight into the challenges our specialty 
face. Such an experience enables me to deliver 
the best care possible to my patients and 
advocate for them at the legislative level.

What would you say to encourage 
others considering volunteer 
opportunities with the Academy?
Being involved in the Academy adds another 
dimension to our lives as otolaryngologists and 
teaches us how to appreciate what we have as a 
specialty. I have learned a lot from the various 
volunteer opportunities. I would tell my fellow 
members that getting involved in the Academy 
is not difficult to do and 
is rewarding. 

David E. Tunkel, MD
Director of Pediatric Otolaryngology,  
Johns Hopkins Children’s Center,  
Baltimore, Maryland

Share a little 
about yourself and 
your journey to 
otolaryngology.
I have been at Johns 
Hopkins in Baltimore, 
Maryland, as a student, 
a resident, and now as a faculty member 
for over 40 years combined. My journey to 
otolaryngology started in 1983, when great 
mentors like Bernard R. Marsh, MD, and 
David W. Kennedy, MD, first showed me 
the range of ear, nose, and throat conditions 
that are treated medically and surgically. 
My path to pediatric otolaryngology was 
guided by the vision of my chair, Michael 
Johns, MD, and I was fortunate to complete 

 READ MORE ONLINE
Longer article available

 READ MORE ONLINE
Longer article available

http://entnet.org/bulletin
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WIO Endowment FY21 Grant Recipients

Anju K. Patel, MD
Harvard Medical 
School

Validation of a Surgeon 
Experience Instrument 
to Assess the Impact of 
Gender and Parental 
Status addresses the 
critical and time-sensitive 
need for a more 
comprehensive physician 

experience tool that addresses the full 
spectrum of items that may culminate in 
women leaving their current job or the 
profession, particularly within vulnerable 
groups such as young women and women of 
color.

Janice Farlow, MD
University of 
Michigan

Pratyusha Yalamanchi, 
MD, MBA
University of Michigan

Development of POWer: Podcast of 
Otolaryngology Women, designed for 
early-career women otolaryngologists, 
delivers both pragmatic advice and shares 
lived experiences to equip listeners with 
critical nonmedical skills and knowledge 
needed for successful, fulfilling careers.

Amanda Hu, MD 
University of British 
Columbia

Exploring How Female 
Otolaryngologists 
Manage Gender Bias in 
the Workplace, a study 
using both quantitative 
and qualitative methods, 
assesses how female 
ENTs manage gender bias 

in the workplace. It is well established that 
gender bias occurs in the workplace in 
surgery. This study will address moving past 
the realization of gender bias and how to 
proactively address it. 

Michele M. Carr, 
DDS, MD, PhD
Penn State Health, 
Milton S. Hershey 
Medical Center

Influence of Age, 
Gender, and Race of 
Otolaryngologists on 
Parental Seeking of 
Second Opinions looks 
at whether immutable 
characteristics of 
physicians are associated 
with changes in the 
probability of a parent 

seeking a second opinion in an 
otolaryngology context.

Deepa Galaiya, MD
Johns Hopkins

Eric Formeister, MD, MS
Johns Hopkins

Gender-based Differences in Operating 
Room Ergonomics and Musculoskeletal 
Pain among Otolaryngologists is an 
objective assessment of ergonomic 
considerations in real otolaryngologic 
surgeries and in simulated sessions with 
exaggeratedly unfavorable and favorable 
ergonomic positioning in a temporal bone 
laboratory setting. 

Brittany Abud, MD
University of Illinois

Infertility and 
Pregnancy in the Female 
Otolaryngologist, a 
Comparison Study 
Between Females in 
Surgical versus 
Nonsurgical Specialties 

evaluates the rate of infertility in female 
surgeons and in particular, otolaryngologists, 
as well as the climate of pregnancy in 
surgical subspecialties. The relationship 
between physically demanding careers and 
potential effects on fertility and pregnancy, as 
well as attitudes toward pregnancy and 
fertility, will be examined. 

The Women in Otolaryngology Endowment (WIOE) was established in 2010 to provide a perpetual stream of funding in 
the form of grants for projects that support actionable research and projects that are designed to benefit the professional 
development of women in otolaryngology. We are pleased to announce the recipients of the 2021 WIOE Grants.

  section spotlight 

http://entnet.org/bulletin
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section spotlight 

Kelly Michele Malloy, MD
Chair, WIO Endowment 
Committee

F ounded in 2010, 
the Women in 
Otolaryngology 

Endowment (WIOE) has become an 
increasingly important support source 
for actionable research and professional 
development of women otolaryngologists. 
Our grants have funded critical scholarship 
in gender disparities in our field—from 
gendered differences in resident evaluations 
and operative experience to the complex 
work-life wellness issues that women 
surgeons face. The WIOE grants have 
also supported projects aimed to develop 
leadership skills and celebrate our rich 
history, including the WIO documentary 
“Four Days in Boston: A History of 
the AAO-HNS Section for Women in 
Otolaryngology (WIO),” available to view 
at https://www.entnet.org/get-involved/
sections/women-in-otolaryngology/. 

To demonstrate the impact of WIOE 
grants on career development, scholarship, 
and the mission and vision of the WIO, we 
asked several grant awardees to share their 
experiences.

“The WIO endowment 
grant allowed us to host 
our first Local Women in 
Otolaryngology (LWIO) 
event featuring Dr. 
Sujana Chandrasekhar 
and develop a tool kit for 
other local groups to follow. By partnering 
with the state society, the LWIO expanded 
networking opportunities for women in 

our state and increased visibility of local 
women by including more female speakers. 
From a personal standpoint, the WIO 
endowment grant fostered my development 
of leadership skills, allowed for networking 
and mentorship, and led to additional 
opportunities within our local institutions, 
our state society, and the Academy.” 

— Katherine Kavanagh, MD

“I was able to survey 
female otolaryngologists 
identified through AAO-
HNS membership to 
bring to light the unique 
challenges women in 
otolaryngology face with 
fertility and pregnancy. Key findings include 
women otolaryngologists have children later 
in life, a substantial proportion have faced 
infertility, and most women otolaryngologists 
have regrets about family-planning decisions 
and career decision making. These challenges 
are more pronounced than those for female 
physicians in other fields.” 

—Debbie Aviva Aizenberg, MD

“The Rx: Fierce podcast 
that the WIOE funded is 
alive and well! The WIOE 
grants support wonderfully 
creative and impactful ideas 
that may not find a home 
in more traditional spaces. 
It also serves as a launchpad and funding trail 
for those in academics with surgeon-scientist 
aspirations.” 

— Jennifer A. Villwock, MD

WIOE has awarded 20 grants since 2016, 
and this past year we were able to increase 
our available grant funds from $15,000 to 
$20,000. This was possible due to growth 
of the WIOE via the WIO2.0 campaign and 
the performance of the WIOE’s investment 
portfolio. Ongoing support of such work 
requires continued cultivation of WIOE 
donors. If you would like to provide a high-
impact gift this year, please consider the 
WIOE. Learn more at https://www.entnet.org/
resource/wio-endowment-grants/. 

WIOE: Supporting Research  
and Professional Development

Your donation to the WIO2.0 
Endowment Fund will help sustain 
and grow a vital source of funding 
needed to support WIO projects 
including research grants, webinars 
and podcasts, online learning tools, 
professional skills training, local WIO 
Chapters, and will continue to lay the 
foundation for the next generation of 
women in otolaryngology.

FY22 WIOE grant application process 
to open in December 2021. Stay tuned 
for more information! 

http://entnet.org/bulletin
https://www.entnet.org/get-involved/sections/women-in-otolaryngology/
https://www.entnet.org/get-involved/sections/women-in-otolaryngology/
https://www.entnet.org/resource/wio-endowment-grants/
https://www.entnet.org/resource/wio-endowment-grants/
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Lance A. Manning, MD,  
Immediate Past Chair, BOG

F ollowing the 
conclusion of my 
term as the 39th Board 

of Governors (BOG) 
Chair, I wanted to take 
a few moments to express my gratitude for 
the opportunity to serve as Chair and work 
alongside the members of the BOG Executive 
Council and the BOG Committees. As COVID-
19 continued, we never let the pandemic 
interrupt the fine work of the BOG. We found 
new ways to engage, built new connections, and 
continued to advance the specialty.

Here are some of the significant 
accomplishments over the last year.

Outreach and Engagement with ASCENT. 
For the past couple of years, AAO-HNS/F 
has partnered with ASCENT (Administrator 
Support Community for ENT) on collaborative 
membership marketing activities. BOG initiated 
engagement conversations with ASCENT 
leadership around payment and coding policy 
and advocacy efforts. So much learning and 
resource sharing can take place from both sides. 
Collaboration and continuing dialogue between 
both organizations are vital, especially to 
Academy members working in private practice. 

Virtual Leadership Forum & BOG 
Spring Meeting. The Zoom AAO-HNS/F 
Virtual Leadership Forum & BOG Spring 
Meeting took place on April 17, 2021, with 
210 participants. The conference featured 
sessions on a wide breadth of advocacy and 
policy issues, a futuristic view of healthcare 
economics, analysis of the business of 
medicine, as well as learning training and best 
practices. The presenters were a prominent 
lineup of healthcare and healthcare economics 
luminaries, including entrepreneur Mark 
Cuban; Wendell Primus, the senior policy 
advisor on budget and health for Speaker 

Nancy Pelosi; Congressman Larry Buchson, 
MD (R-IN); diversity and organizational change 
expert Gabrielle Felder; and then president of the 
American Medical Association, Susan Bailey, 
MD. The conference participants rated the 
conference as 82% favorable or very favorable. 

At this time, we are planning for the 
AAO-HNS/F 2022 Leadership Forum & BOG 
Spring Meeting to be in person at the Westin, 
Alexandria, Virginia, April 8-10, 2022. It is 
expected that Capitol Hill Day will be part of 
the activities. 

Society Management Tool Kit. The BOG’s 
Governance and Society Engagement 
Committee worked to develop a new 
Society Management Tool Kit that was 
presented at the Leadership Forum and 
accessible here: https://www.entnet.
org/wp-content/uploads/2021/06/
StateandLocalSocietyManagementToolkit.pptx.

The Society Management Tool Kit provides 
guidance on organization administration and 
governance principles, legislative and advocacy 
functions, and planning efforts associated with 
educational and CME programming. The 
Society Management Tool Kit joins several other 
tool kits developed over the past few years aimed 
at assisting regional and local level BOG entities. 

Business of Medicine Strategic Focus. The 
BOG has heavily assisted in the Academy’s 
increased strategic focus on the Business 
of Medicine. Recently, a new position was 
created for the Academy’s Advocacy team 
that will emphasize Business of Medicine 
policy development. Additionally, the BOG 
held discussions with ASCENT leadership on 
the development of a Business of Medicine 
curriculum combining the elements of the 
current ASCENT certification with refinements 
related to employment negotiation, quality and 
performance measures, and strategic thinking 
components. 

Seamless transitions are also part of good 
BOG governance. Troy D. Woodard, MD, 
took over as the 40th BOG Chair on October 1. 
Working closely with Troy over the last year, 
we are all looking forward to his leadership as 
Chair. 

The mark of a strong organization is the 
talent of incoming leaders. Having worked 
with the professionals in the slate of candidates 
for several years, I can attest to the BOG’s 
continuing strength. 

Thank you again for allowing me to serve 
all of you as BOG Chair. It was one of the 
greatest honors of my professional life in 
otolaryngology. 

Engaging, Building New Connections, and Advancing the Specialty

The Slate of Candidates and BOG General Assembly
The BOG General Assembly was live this year in Los Angeles and was held Saturday, October 2. 
Thank you to all who attended. One of the critical functions of the General Assembly is to elect new 
BOG leaders every year.

The BOG Election Approved Slate of Candidates 

Karen A. Rizzo, MD Boris M.  
Chernobilsky, MD

Jeffrey S.  
Brown, MD

Cristina M. 
Baldassari, MD

Chair-Elect Secretary

For election results, go to https://www.entnet.org/get-involved/board-of-governors/bog-annual-election/.

board of governors 
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Where do you 
currently practice and 
what is your specialty 
area?
I currently work at 
the Monroe Carell Jr. 
Children’s Hospital 
at Vanderbilt University in Nashville, 
Tennessee, as a pediatric otolaryngologist. 
My clinical interests are pediatric thyroid, 
head and neck mass, global health, cleft lip 
and palate, and craniofacial disorders. I am 
on the Vanderbilt Cleft and Craniofacial 
Team as well as the pediatric ENT surgical 
director of the Vanderbilt Pediatric Thyroid 
Nodule and Cancer Program. I also just 
completed my Master’s in Public Health with 
an emphasis on global health at Vanderbilt 
University.

What humanitarian mission or 
organization are you involved with?
There are multiple organizations that all play 
a role in my involvement with humanitarian 
outreach and advancing the specialty.

I had a unique opportunity as a resident 
at Emory University to participate in a year-
long global health curriculum that culminates 
in a month-long rotation with Addis Ababa 
University (AAU) in Addis Ababa, Ethiopia. 
I spent the entire month of March 2018 
integrated into the AAU Otolaryngology 
Program at Black Lion Hospital. This opened 
my eyes to the wonderful humanitarian and 
educational work that AAO-HNS members 
Miriam I. Redleaf, MD, and Glenn C. 
Isaacson, MD, had been doing in Ethiopia 
for many years. I have since gone back to 
Addis Ababa with Dr. Isaacson to work at 
the CURE International Children’s Hospital 
where we have continued the surgical 
and clinical teaching for the Ethiopian 
otolaryngology residents. We’ve hosted 

suture lessons using goats, temporal bone 
dissection courses, and audiology lectures, 
among other education activities. I still 
am in contact with many of the residents 
(who have now become staff); we keep 
open communication for clinical questions 
and requests they may have for education 
materials. 

Most recently, I have been working with 
World Medical Mission (WMM). WMM 
supports long-term and short-term global 
surgery endeavors, and most of my work 
has been on the short-term side. While 
WMM has many humanitarian projects, 
our work with WMM is based at the CURE 
International Hospital in Kijabe, Kenya. This 
humanitarian trip focuses on cleft lip and 
palate and craniofacial surgeries for children. 
This is not a “fly-in, fly-out” surgery situation 
as we partner with the Cleft Team at AIC 

Kijabe Hospital, under the leadership of 
David D. Nolen, MD, for complex patients 
and continuity of care. We also partner with 
Nairobi residents for surgical education 
during the week as well. Dr. Nolen and I have 
developed a telehealth program for the Kijabe 
cleft patients that we are piloting soon.

During the past year, as international 
travel has been halted, I have worked with 
The Addis Clinic, which is a nonprofit 
telehealth organization. This program is 
designed for international clinicians to submit 
clinical questions and issues concerning 
pediatric otolaryngology, or other surgical 
specialties. I answer them electronically on 
an asynchronous timeline. It is essentially an 
e-consultation service that any clinician can 
sign up for. 

Spotlight: Humanitarian Efforts
Ryan H. Belcher, MD, MPH

http://entnet.org/bulletin


What got you started in committing 
your time and practice to 
humanitarian efforts?
I originally went on a medical mission trip 
with my church when I was in medical 
school. This spurred my passion for 
humanitarian efforts. I was instantly aware 
that this first medical mission trip was 
helpful in some short-term ways but was 
not sustaining for the local population or for 
the local healthcare professionals. When I 
was a second year resident I knew a long-
term otolaryngology missionary, Gregg W. 
Schmedes, MD, based in Cameroon, Africa, 
so I spent a week with him. It was there that I 
started to really understand the global surgery 
world and what it looked like to train local 
medical personnel; invest in the community, 
people, and resources; and concentrate 
your humanitarian efforts for a long-lasting 
impact. This invigorated my soul, and I knew 
that I wanted to make global humanitarian 
efforts a part of my career. In the following 
years of residency at Emory, I had role 
models in Merry E. Sebelik, MD, and Steve 
L. Goudy, MD, MBA, who were great 
examples of how this could be shaped into 
my career. As a third year resident, I spent a 
week in the Philippines with Dr. Goudy on a 
cleft lip and palate surgical trip. Dr. Sebelik 
and I traveled to Ethiopia for two weeks with 
Emory’s Global Health Scholars Program. 
Getting started in global health is one 
endeavor, but the relationships I have been 
able to make along my journey have been a 
huge part of the continued practice. My role 
models in this field have encouraged me and 
supported me. Here at Vanderbilt, I have been 
fortunate to have Dr. Ron Eavey and Dr. 
Jim Netterville who have set great examples 
for me and mentored me. Vanderbilt has 
been a wonderful place to continue with 
humanitarian efforts with the relationship 
of our Department of Otolaryngology - 
Head and Neck Surgery with the Vanderbilt 
Institute of Global Health.

How does your work impact both you 
and the communities you serve?
I make it a point that where I do my work 
and the communities that I serve know that I 
want to be connected for life and have open 
communication through technology. I use 

WhatsApp, email, or any available technology 
to continue with conversations that were 
stimulated during our time in their community. 
This means still communicating with 
residents and consultants on surgical advice, 
providing education resources and even 
bringing requested supplies and equipment 
on our next humanitarian trip to ensure the 
local physicians/surgeons can continue to 
operate. I believe and hope the advancement 
of knowledge and the experience that is able 
to be conferred to these communities will echo 
for decades as they pass on their experience to 
the next generations. The eventual and hopeful 
goal of these humanitarian efforts is that they 
are no longer needed—that the communities 
and health systems can sustain themselves, 
patients are able to get the care that they need, 
and high-quality surgery can be performed. 

The impact my humanitarian efforts 
has on me has been the hardest question to 
answer. Not because I don’t have an answer, 
but mostly because words will fall short 
detailing the full impact. More often than 
not, when I leave a humanitarian endeavor, 
I almost always leave better than I was 
before. The “better” is hard to quantify, but 
every humanitarian trip has its challenges; 
navigating and overcoming those challenges 
make me better. The unceasing joy and hope 
that the local staff, surgeons, nursing staff, 
and patients’ families have, despite glaring 
health inequities, make me better as a 
human and fill me with hope. The continued 
relationships with local staff also make me 
better. They make me a better advocate, a 
better teacher, a better friend. 

What would you say to encourage 
others to support humanitarian efforts 
around the world? 
I do think it is easy to get overwhelmed 
with all the problems in the world and to 
question whether you can make much of a 
difference, but support comes in many forms. 
Just because you can’t travel and be on the 
ground yourself or sit in meetings with the 
U.S. Agency for International Development, 
World Health Organization, etc., doesn’t 
mean that you can’t make an impact. Many of 
our colleagues, friends, trainees, and others 
are very involved with all kinds of projects 
around the world and are giving their own 
time and finances to make them successful. 
Help them. Ask for more information, 
support them financially, pray for them, and 
encourage them. Global is also local, so that 
includes helping local projects in your own 
city. The world is more interconnected at this 
time than it ever has been in human history, 
which means our ability to solve health 
inequities and global burdens of disease has 
never been more attainable. We legitimately 
can all play a role in this narrative. 

Any other final comments or thoughts?
If you ever get a chance to go on a 
humanitarian trip, go! I have yet to meet 
someone who regretted it. The AAO-
HNS/F website is a great resource to find 
organizations or other Academy members 
who have recurring trips. The Humanitarian 
Efforts section of the website has a list of 
them. Feel free to reach out to me or those 
listed on the website to get connected. 
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Addressing Representation of URiM 
Physicians in Otolaryngology 
Sarah J. Burgin, MD, and David J. Brown, MD,  
for the Diversity and Inclusion Committee

W
hile underrepresentation 
is a problem for 
medicine as a whole, 
otolaryngology ranks near 
the bottom for physicians 
underrepresented in 

medicine (URiM). A recent study identified 
otolaryngology as the surgical subspecialty 
with the lowest percentage of URiM 
residency matriculants—at 8.5%—in 2018.1 
For comparison, 13.8% of all matriculants 
into surgical specialties identified as 
URiM in that study, and 36.2% of the U.S. 
population identifies as a race or ethnicity 
that is considered URiM in the most recent 
census.1,2 To address this, it is important 
that we recruit URiM students to pursue 
otolaryngology. 

Medical student choice of specialty is 
complex and multifactorial. An evaluation 
of the influential factors on the specialty of 
choice for all graduating medical students in 
2019 found that “personality fit” was a strong 
or moderate influence for 99% of students, 
followed by “specialty content” (98%), 
“role model influence” (81%), and “work-
life balance” (77%).3 In seeking to identify 
factors for targeted interventions to increase 
URiM students choosing otolaryngology, 
“role model influence” is the most readily 
targeted, while many other identified factors 
are not readily modifiable. Personality fit is 
a highly variable metric that is difficult to 
target.

How can we as individual practitioners 
and the AAO-HNS as a whole encourage 
relationship development between URiM 
students considering otolaryngology and 

practicing otolaryngologists? First, we 
must acknowledge that responsibility for 
increasing URiM recruitment to our field 
falls to all of us, not only those who identify 
as URiM. Second, recognizing that these 
relationships develop most organically when 
centered on shared professional goals, such 
as joint research endeavors or shared clinical 
duties, we need to support and mentor 
URiM students in their research goals and 
visiting clerkships. Early, frequent contact 
with role models in our field can be fostered 
through partnerships with local Student 
National Medical Association and Latino 
Medical Student Association chapters and 
with historically black college and university 
medical schools, many of which do not 
have otolaryngology training programs. Our 
recent collective shift toward more virtual 
interactions, including virtual mentorship 
for research projects, may make it possible 
to remove some geographic barriers to the 
development of these relationships. These 
opportunities need to be publicized outside 
specialty-specific websites and publications 

in order to recruit students who have not 
chosen a specialty. 

Otolaryngology as a specialty performs 
poorly compared to other surgical 
subspecialties in terms of matriculation of 
URiM physicians into residency positions. 
Supporting the development of relationships 
and mentorship with role models early in 
students’ medical school experiences is an 
important component of a multifactorial 
approach to recruitment of URiM students. 
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as a race or ethnicity that is considered URiM in the 
most recent census.1,2
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T he AAO-HNSF develops Clinical 
Practice Guidelines (CPGs) on a 
variety of topics, which are published 

in Otolaryngology–Head and Neck 
Surgery. As defined by the Institute of 
Medicine, Clinical Practice Guidelines are 
“statements that include recommendations 
intended to optimize patient care that are 
informed by a systematic review of evidence 
and an assessment of the benefits and harms 
of alternative care options.”1 Guidelines are 
one way of increasing implementation of 
evidence into practice. They can serve as 
a guide to best practices, a framework for 
clinical decision making, and a benchmark 
for evaluating performance.

In addition to the published guidelines, 
the AAO-HNSF also develops a number of 
supplementary resources to raise awareness 
and promote the dissemination and 
implementation of the CPGs. Additional 
resources for AAO-HNSF CPGs include:
 § Executive Summary – summarizes the 
key action statements for clinicians and 
offers a concise overview of essential 
text, tables, and figures. It is published 
simultaneously with the CPG.
 § Plain Language Summary – shares the 
main concepts and recommendations 
from the CPG in clear, understandable, 
patient-friendly language. It is published 
simultaneously with the CPG.
 § Patient Handouts – includes FAQs or 
other information from the CPG that 
clinicians can share with patients. They 
are available in English and Spanish and 
can be customized with a practice’s logo. 

CPG Resources and Tools

 §Quick-Reference Pocket Guide – provides 
highlights on the CPG in a booklet format 
developed by Guideline Central. It is 
available in print form, as a digital flipbook, 
and through a mobile app. 
 § Slide Deck – includes information on each 
CPG key action statement. It is originally 
presented as an AAO-HNSF Annual 
Meeting Panel Presentation and then made 
available to download from the website. 
 § Podcast Episodes – provides information, 
delivered by CPG authors, on the CPG’s 
implications for otolaryngologists and for 
non-otolaryngologists. 
 §Videos – provides an overview of the CPG 
or a specific aspect of the CPG and shared 
online. 
 § Press Release and Fact Sheet – informs 
the media about a new CPG and shares 
important highlights. 
 §OTO Logic – makes each CPG available on 
the AAO-HNSF’s Otolaryngology Learning 
Network, www.otologic.org. 

AAO-HNSF CPGs are widely accessed 
and cited, and the supplementary resources 

promote the wider implementation of 
CPG recommendations. In addition to the 
Academy website, the CPGs are made 
available in the Guidelines International 
Network guideline library and registry of 
guidelines and the ECRI Guidelines Trust 
online repository of guidelines. The Academy 
continues to prioritize the development of 
new CPGs and updates of existing CPGs to 
further the goal of defining and promoting 
quality care in otolaryngology. As we 
continue in the future, we plan to develop 
additional resources to continue the growth 
of CPG dissemination and implementation. 

CPGs and their resources are available to 
AAO-HNS members and the general public. 
We encourage everyone to check out these 
resources by visiting www.entnet.org/cpg. 
Each CPG title has its own webpage with 
details on the related available resources. 
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When would you choose to offer a 
biologic instead of surgery?
This depends on a lot of factors, and 
biologics and surgery are not our only 
options. There are other options available, 
such as steroid sinus implants, topical steroid 
rinses and sprays, oral steroids, etc. I truly 
believe deciding on a treatment option should 
be a shared decision-making process with the 
patient, to take their thoughts, preferences, 
and cost into consideration. 

Do you have a preference for use 
of biologics before, or only after, 
surgery?
For the majority of CRSwNP patients who 
have never had surgery before they see me, 
surgery is my initial choice instead of a 
biologic. A recent publication1 demonstrates 
that most experts, including allergists, agree 
on this point.

Have you seen an ability to stop 
other well-known topical therapies 
(budesonide rinses/fluticasone 
sprays, etc.) once patients are on this?
Yes, in a minority of CRSwNP patients, 
they have been able to stop topical steroids. 

However, I am finding that a lot of patients 
are still remaining on topical steroids, even 
with a biologic. 

When would you choose dupilumab 
versus aspirin (acetylsalicylic acid, or 
ASA) desensitization in our aspirin-
exacerbated respiratory disorder 
(AERD) patients?
I rely on the shared decision-making 
process to make this choice with the 
patient. However, both work. Based on 
my experience, dupilumab seems to have 
a better and quicker response than ASA 
desensitization. Also, the adverse effects 
seem to be lower with dupilumab. 

Do you prescribe it yourself or send 
the patient to an allergist for them to 
prescribe? 
We prescribe it ourselves. Each physician 
should choose what they feel comfortable 
with prescribing.

Can you tell yet which particular 
patients will benefit vs. not?
Yes, I am starting to see a pattern; however, 
more needs to be done to study this 
question before we have a definitive answer. 
Phenotype-endotype seems to help determine 
which NP patients will have a good response 
to a particular one of the three biologics 
approved for CRSwNP: Dupixent, Xolair, 
and Nucala. 

What are the insurance/other 
logistical issues to consider?
Prior authorization is becoming an issue in 
prescribing these biologics for CRSwNP 
patients. However, assistance with this can 
be found by reaching out to the respective 
companies. 

Disclosure:

Dr. Han is a research consultant for Sanofi Genzyme, Regeneron, 
Astra Zeneca, Novartis, Genetech, and GlaxoSmithKline and is 

involved in the clinical studies for biologics in CRSwNP.
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INTERVIEWEE
Joseph K. Han, MD
Professor, Chief of the Division of Rhinology and 
Endoscopic Sinus and Skull Base Surgery, and Chief of 
the Division of Allergy, Eastern Virginia Medical School; 
and President of the American Rhinologic Society

Zara M. Patel, MD
Associate Professor, Director of 
Endoscopic Skull Base Surgery, Stanford 
University School of Medicine; and 
Chair, AAO-HNSF Rhinology and Allergy 
Education Committee

INTERVIEWER

peers:pearls from your
Use of Biologics in Our Patients with  
Chronic Rhinosinusitis with Nasal Polyposis 

This month’s Pearls from Your Peers 
is from the Rhinology and Allergy 
Education Committee and focuses 
on the nuances of prescribing the 
relatively new class of biologics for 
patients with chronic rhinosinusitis 
with nasal polyps (CRSwNP). We 
ask Dr. Han about new evidence that 
can guide decision making, as well 
as his daily experience in the clinic 
with patients. 

http://entnet.org/bulletin




 ENTNET.ORG/BULLETIN    AAO-HNS BULLETIN    OCTOBER 2021 23

What is Implicit Bias?
Implicit bias is the unconscious collection of stereotypes and attitudes that 
individuals develop toward certain groups of people, which can affect patient 
access, relationships, care decisions and outcomes. Psychologists refer to implicit 
bias in healthcare as nonconscious or automatic feelings and beliefs about others 
that can result in subtle and overt signals affecting the patient experience and the 
care received.

Why did we produce this series?
The evidence that disparity in healthcare, which occurs on many levels, has 
been growing to the point that it is universally acknowledged as one of the most 
significant deficiencies of our current health system. One of the most significant 
factors identified is implicit bias within the medical team, which is correctable 
through education and training. Patients who have experienced implicit bias may 
leave an appointment with a negative and confused feeling, which leads to a lack of 
trust not only in the physician but in the treatment recommendations as well. These 
factors often result in the patient’s noncompliance; an outcome which can, in turn, 
shape a physician’s treatment decisions and a suboptimal end result. We feel that 
introducing this information to members of the healthcare team can significantly 
improve the current situation.

How was the series produced?
The Foundation, through the collaborative effort of the Diversity and Inclusion 
Committee, created 10 interactive videos that explore the most common types of 
implicit bias. Written BY practicing physicians FOR physicians, each video depicts 
two real-world scenarios—first an inappropriate interaction and then that same 
encounter repeated but free of implicit bias. After completing multi-level review, 
the scripts were sent to a professional production company that completed 
the project using professional actors after a thorough review and approval. Past 
President Duane J. Taylor, MD, provided the introductory video for the series.

Who can benefit?
As is graphically shown in this video series, all members of the healthcare team 
can benefit from a better understanding of and sensitivity to how implicit bias can 
present itself in patient care situations. We feel this can benefit physicians in the 
healthcare teams they work with in any setting where patients are seen, evaluated, 
and treated, including all outpatient and inpatient situations. We feel it is critical 
to disseminate this information as widely as possible. The series will be housed 
on the AAO-HNSF website and our Education platform OTO Logic and donated/
distributed to all otolaryngology academic programs and to the American Board 
of Otolaryngology – Head and Neck Surgery. They will also be available for free 
download to our members and other interested parties. For all attendees at the 
Annual Meeting, the entire video series will be available through the Juno virtual 
meeting platform. We encourage you to show it to your office staff and other team 
members you regularly work with. You will be pleased with the benefits received.

New Video Series Explores Common 
Examples of Implicit Bias

The production of this valuable series was made possible by a successful 
staff effort to identify funding sources and secure the needed resources 
for the production. The Academy would like to thank the sponsors of this 
project—Medtronic, the Josiah Macy Jr. Foundation, Acumed, Integra 
Foundation, and Olympus Corporation—for their generous support that 
allowed production of this valuable resource. 

A special thank you to the following members of the AAO-HNS Diversity and 
Inclusion Committee and Foundation staff for their dedication to this project 
and commitment to providing valuable resources to not only the members of 
the Academy but to the healthcare community as a whole. 

Cristina Cabrera-Muffly, MD, University of Colorado School of Medicine
Christie A. Barnes, MD, University Nebraska Medical Center
Keith A. Chadwick, MD, Sean Parker Institute for the Voice
Basit A. Jawad, MD, Tulane University
Sanjay Parikh, MD, University of Washington Seattle Children's Hospital
Lonnie R. Smith, MD, Kaweah Health Medical Center
Rodney J. Taylor, MD, University of Maryland School of Medicine
Jeffrey Teixeira, MD, Madigan Army Medical Center

Additional Resources
Project Implicit: Explore and identify your own implicit biases by taking implicit 
association tests or through other means at https://implicit.harvard.edu/
implicit/education.html. 

The Joint Commission offers a free case example on health inequity and implicit 
bias at https://www.jointcommission.org/-/media/tjc/newsletters/
case-example-no-5.pdf. 

http://entnet.org/bulletin
https://implicit.harvard.edu/implicit/education.html
https://implicit.harvard.edu/implicit/education.html
https://www.jointcommission.org/-/media/tjc/newsletters/case-example-no-5.pdf
https://www.jointcommission.org/-/media/tjc/newsletters/case-example-no-5.pdf


24 OCTOBER 2021  AAO-HNS BULLETIN  ENTNET.ORG/BULLETIN

How to Avoid 
Implicit 

Bias When 
Treating...

Older Patients Obese Patients

Cultural Dress BIPOC Patients

Spanish Speaking 
Patients

Patients from 
Rural Areas

Hispanic 
Patients 

Transgender 
Patients

LGBTQ Patients Women Patients

The Academy Created 10 Interactive 
Videos that Explore the Most Common 
Types of Implicit Bias:
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70 million Adults 20+ are Obese (CDC 2017-2018)

When compared with adults at a healthy weight, obese individuals 
have an increased risk of developing serious health conditions including 
hypertension; Type 2 diabetes; heart disease and stroke; sleep apnea and 
breathing problems; some cancers; and mental illness such as depression 
and anxiety. Obese individuals experience discrimination and stigma, 
even in a healthcare setting. 

41.99 million Black Patients and 6.6 million Indigenous 
Patients (International Work Group for Indigenous Affairs, 2020)

Large health disparities persist between Black and white Americans. 
The National Academy of Medicine released a comprehensive study 
concluding poverty cannot account for the fact that Black people are 
sicker and have shorter life spans than their white counterparts. Many 
factors likely contribute to the increased morbidity and mortality among 
Black people. One of those factors is the care that they receive from their 
providers. Black people are not receiving the same quality of healthcare 
that their white counterparts receive, and it is shortening their lives.

57.2 million Patients Living in Rural Areas 
(www.statista.com, 2020)

Stereotyping in medicine has serious consequences. Patients who feel 
judged by healthcare workers are less likely to follow medical instructions 
and more likely to mistrust their healthcare providers, are less likely 
to access readily available preventive care and put off treating health 
problems. In certain rural areas of the U.S., access to basic healthcare 
is limited and access to a surgical sub-specialist is often non-existent 
without significant travel.

1.4 million Transgender Patients (UCLA Williams Institute, 2016)

Transgender is a term for a diverse community—such as trans women 
(male-to-female) and trans men (female-to-male), gender queer 
individuals, and those whose gender identity or expression differs 
from the societal expectations of how they should look, act, or identify 
based on the sex they were assigned at birth. Many transgender people 
experience discrimination in their day-to-day lives that can affect access 
to healthcare. Transgender individuals may delay seeking medical care 
because of fear of negative treatment by medical staff.

166.7 million Women Patients (U.S. Census Bureau, 2019)

Throughout history, certain women’s health complaints were often diagnosed 
as “female hysteria”– a term implying “it’s all in her head.” When presented 
with unexplained neurological complaints, women are 10 times more likely 
to be diagnosed with conversion or somatoform disorders, the modern 
terms for female hysteria. Research shows women are prescribed less pain 
medication than men after identical procedures, are less likely to be admitted 
to hospitals and receive stress tests when they complain of chest pain and 
are significantly more likely than men to be “undertreated” for pain.

60.6 million Hispanic/Latino Patients (Pew Research, 2019)

Hispanics, sometimes also referred to as Latino, Latina, or Latinx, are the 
largest ethnic minority in the United States, representing more than 20 
countries, with widely differing social circumstances. Hispanics in the U.S. 
are disproportionately affected by barriers to healthcare. Limited cultural 
sensitivity, health illiteracy, language issues, access to available services, 
and a shortage of Hispanic healthcare providers creates challenges for 
treating this segment of the population.

Over 15 million LGBTQ Patients (U.S. Census Bureau, 2020)

The percentage of American adults identifying as lesbian, gay, bisexual, 
transgender, or queer, commonly referred to as LGBTQ, is rising. Studies 
have shown half of all respondents have experienced a healthcare 
provider’s refusal to provide care or touch the patient; using excessive 
precautions, harsh or abusive language; blamed the patient for their 
health status; or being physically rough or abusive.

67.3 million Patients Where English is Not Their Native 
Tongue (U.S. Census Bureau, 2018)

With the dramatic increase in patients for whom English is not their 
native language, physicians can be challenged in terms of providing 
high-quality healthcare and maintaining patient safety. Growing evidence 
shows language barriers indirectly impact the quality of healthcare 
patients receive. Language barriers contribute to reducing satisfaction 
and communication for both patients and medical providers.

About 43% of Muslim Women Wear a Hijab  
(Pew Research, 2011)

The diversity of different religions and cultural norms can create 
challenges for healthcare teams to better understand how cultural 
competence impacts care. If the healthcare team is not working 
together to provide culturally competent care, patients are often left 
uncomfortable which can impact patient outcomes and satisfaction.

54 million Patients are Over 65 (U.S. Census Bureau, 2019)

Discrimination against older adults has an impact on the well-being of 
those citizens and is a potential barrier to health equality. Studies indicate 
that physicians may involve older patients in medical decisions less 
frequently, show less patience and respect, and act less involved and less 
optimistic. 

Scan QR Code 
to Watch All 
Ten Videos and 
Learn More

 OCTOBER 2021  AAO-HNS BULLETIN  ENTNET.ORG/BULLETIN 25

http://entnet.org/bulletin


26 OCTOBER 2021    AAO-HNS BULLETIN    ENTNET.ORG/BULLETIN

Tech Talk
A Framework for Combating Ransomware

Mike Robey, MS, AAO-HNS/F Senior Director, 
Information Technology

F
or most practices, cybersecurity 
is not your highest priority. 
However, a single incident could 
be catastrophic. Hackers are 
starting to target small businesses 
since these organizations are 

perceived as softer targets, particularly for 
ransomware attacks. Ransomware encrypts 
your data until you pay the ransom for 
the encryption key. To combat the threat 
practical guidance is needed for managing 
your cybersecurity risks. At a high 
level, information security encompasses 
people, processes, and technologies 
and concentrates on how to protect the 
confidentiality, integrity, and availability of 
information. 

Possible impacts of an incident are:
• Loss of patient and other business data
• Adverse effect on reputation
• Decreased productivity
• Loss of income
• Recovery expenses

Based on the National Institute of 
Standards and Technology (NIST) 
Framework for Improving Critical 
Infrastructure Cybersecurity, this article 
provides practical guidance for managing 
the risk ransomware poses to your practice. 
NIST’s framework helps organize actions 
into a standard methodology.

The NIST cybersecurity framework 
consists of five areas: Identify, Protect, 
Detect, Respond, and Recover. At right is 
the outline of the NIST framework, along 
with subordinate actionable steps in each 
of the five areas.

NIST Cybersecurity Framework

Identify: Increases your practice’s understanding of your resources and risks 
• Identify and control who has access to your business and patient information
• Require individual user accounts for each staff
• Create policies and procedures for information security (e.g., password policy, internet 

usage, etc.)
• Inventory all applications and identify the data these applications use and create
• Identify where these applications are hosted and who provides support

Protect: Supports the ability to limit or contain cybersecurity event impacts
• Limit data and information access to a need-to-know basis
• Install surge protectors and uninterruptible power supplies
• Patch operating systems and application software on a regular basis
• Use software and hardware firewalls on all equipment connected to your network
• Secure your wireless access point and networks
• Set up web and email filters
• Encrypt sensitive business information
• Dispose of old computers and media safely (Include printers, too, as they contain hard 

drives)
• Implement cybersecurity awareness training for all staff

Detect: Enables timely discovery of cybersecurity events
• Install and update antivirus, spyware, and other malware programs on all devices
• Maintain and monitor firewall logs
• Conduct regular health checks on all computers and devices on your network

Respond: Supports the ability to contain or reduce the impact of a cybersecurity event
• Develop a plan for disasters and cybersecurity incidents. The plan should cover roles and 

responsibilities, what to do when an incident is detected, and who to call in case of an incident
• Develop a communications plan
• Ensure the soundness of the plan with tabletop exercises

Recover: Helps to resume normal operations after a cybersecurity event
• Ensure full backups are done on all systems and data
• Make incremental backups of databases
• Ensure backups are stored off premise or in a different hosting environment
• Ensure you have an adequate number of days backed up (two weeks)
• Regularly test the ability to restore from backups
• Consider cybersecurity insurance
• Review IT processes/procedures/technologies regularly to foster improvements

http://entnet.org/bulletin
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Developing a robust cybersecurity 
protection plan to combat ransomware 
may seem like a daunting task. The NIST 
framework provides an excellent place to 
start. Balancing security with the needs and 
risks of your practice is not easy. Below is 
an exercise to help discover your risks.
• Identify what information your practice 

stores and uses
• Locate where is this information hosted 

(on-site server, Software-as-a-Service 
provider)

• Estimate impact on your practice if this 
information was compromised

• Determine if backups of this information 
are adequate to protect against loss or 
corruption

• Identify the last time restoration was 
tested. Backups are great. The ability to 
restore data is essential

Conclusion
In closing, ransomware attacks are 
insidious. From a technology perspective, 
the best defense is to ensure you have 
adequate backups and that your data can 
be restored. Addressing the human element 
may be even more important. Cybersecurity 
awareness training for all staff needs to be 
mandatory. Perhaps the most critical piece 
of advice is to get people to slow down and 
comprehend their email before responding. 
Today’s work environment is stressful. 
When it comes to phishing emails designed 
to trick you into clicking the wrong thing, 
the axiom “speed wins” does not apply. 
If we took the time to carefully read our 
emails, we would more easily identify the 
ones that are fake. “Slow down and read 
your email” should be the new mantra for 
cybersecurity. 
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Equitable Head and Neck Cancer Care

Evan M. Graboyes, MD, MPH 
Carol M. Lewis, MD, MPH 
John D. Cramer, MD 
Chanita Hughes-Halbert, PhD

T
he delivery of equitable care is a 
pillar of quality according to the 
National Academy of Medicine 
(formerly Institute of Medicine).1 
Equitable care delivery is also a 
core component in the mission 

statement of many healthcare organizations. 
However, it has been recognized for quite 
some time that head and neck cancer (HNC) 
is a disease with profound disparities 
in outcomes among certain races and 
ethnicities and other medically underserved 
populations.2,3 Although the disparities in 
outcomes among different groups of patients 
with HNC reflect a complex interplay of 
differences biologic/genetic factors, severity 
of comorbidity, exposure to carcinogens, 
social determinants of health, and cultural 
beliefs, a growing body of evidence supports 
that the failure to deliver timely, equitable 
care for patients with HNC is a critical 
driver.3,4 Concurrently, the COVID-19 
pandemic and societal reckoning around 
racial injustice in the United States have 
amplified the focus on preexisting racial/

ethnic disparities for patients with HNC and 
catalyzed efforts to improve equity in access, 
care, and outcomes.5

Strategies to improve the delivery of 
timely, equitable HNC care are therefore 
desperately needed to improve survival and 
decrease disparities in outcomes for patients 
with HNC.6,7 Delays initiating treatment,8,9 

commencing postoperative radiation 
therapy,10,11 and completing the entire 
package of treatment (from surgery to the end 
of adjuvant therapy)12,13 disproportionately 
burden particular racial/ethnic groups and 
underinsured patients. These treatment 
delays are strongly associated with poor 
oncologic outcomes such as higher rates 
of recurrence and worse survival.14,15 The 
impact of these treatment delays on survival 
is large, comparable in magnitude to the 
excess mortality risk conferred by adverse 
pathologic features such as extranodal 
extension or positive margins.14,15

Prior to a diagnosis of HNC, suboptimal 
access to care and health literacy hinder 
detection and delay presentation to a 
healthcare provider. Regular dental visits 
are associated with an earlier stage at 
diagnosis for oral and pharyngeal cancer.16 
However, certain racial/ethnic groups are 
less likely to have ever received oral cancer 

screening and are less likely to be screened 
by a physician.17,18 Once symptoms develop, 
patients with low health literacy are also 
more likely to hold fatalistic cancer beliefs 
such as “prevention is not possible” or 
“cancer is fatal” that may delay presentation 
to a healthcare provider.19 

Once HNC is diagnosed, disparities in 
the delivery of timely HNC treatment lead to 
worse outcomes for certain groups. Several 
recent studies have begun to elucidate the 
underlying mechanisms for these delays. 

For example, a recent publication by Liao 
et al. identified the three most common 
reasons for delays initiating treatment as 
missed appointments, extensive pretreatment 
evaluation, and treatment refusal.9 A study 
by Divi et al. found that the key drivers of 
delays starting adjuvant radiation therapy 
were delayed dental extractions, delayed 
radiation oncology consults, and inadequate 
patient engagement.20 Others have expanded 
on these findings, suggesting that key 
determinants of delayed adjuvant radiation 
therapy also include inadequate education 
about the urgency and significance of timely 
adjuvant radiation therapy, postsurgical 
sequelae, insufficient care coordination and 
communication during care transitions, 
fragmentation of care across healthcare 
organizations, travel burden, and inadequate 
social support.21,22

Based on these studies, researchers 
have now begun applying quality 
improvement methodologies to improve 
the delivery of timely, equitable HNC care. 
A landmark paper from the head and neck 
team at Stanford University developed a 
multicomponent intervention targeting the 
three key drivers of delays starting adjuvant 
radiation therapy.20 Examples of intervention 
components included placing dental consults 
at the new patient visit, extracting indicated 
teeth concurrent with the surgical resection, 
placing a referral for adjuvant therapy at 
the new patient visit, and providing patient 
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education about the timeline and steps 
necessary to start adjuvant radiation therapy. 
In this pilot study, the multicomponent 
intervention improved the delivery of timely 
guideline adherent adjuvant therapy by 
11% (from 62% to 73%) relative to the time 
period prior to the intervention. A recent 
publication from the Medical University of 
South Carolina described the development 
of a navigation-based multilevel intervention 
targeting (1) patient education, (2) travel 
support, (3) a standardized process for 
initiating the discussion of expectations for 
adjuvant therapy, (4) adjuvant therapy care 
plans, (5) referral tracking and follow-up, 
and (6) organizational restructuring.23 In 
this pilot study, the rate of timely, guideline-
adherent adjuvant therapy was 86% overall 
and 100% for African American patients. 
Collectively, these studies provide exciting 
preliminary data that the HNC care delivery 
system (1) is potentially modifiable through 
quality improvement and health systems 
interventions and (2) represents an appealing 
target to decrease mortality and racial 
disparities in survival for patients with HNC.

As we develop strategies to improve 
the delivery of timely, equitable care for 
patients with HNC, we can look to cancer 
care delivery models for other types of cancer 
with racial/ethnic disparities in access to 
care (e.g., breast, colon, lung) for guidance.24 
For example, patient navigation is a patient-
centered, healthcare delivery intervention 
that aims to eliminate barriers to cancer care, 
thereby improving outcomes and decreasing 
disparities in health. There is a strong 
evidence base showing that patient navigation 
improves cancer screening and treatment 
initiation and decreases disparities in these 
outcomes.25 Although there is currently no 
screening test for patients with HNC, the 
principles underlying patient navigation are 
potentially applicable to improving timely 
HNC care. There is also growing recognition 
in other fields that quality improvement 
interventions to improve the delivery of 

timely, equitable cancer care should be 
multilevel in nature (e.g., target providers, 
healthcare team, and the organization).26

In conclusion, treatment delays are highly 
prevalent across the HNC treatment continuum, 
disproportionately burden racial/ethnic 
minorities and other medically vulnerable 
populations, and contribute to disparities 
in outcomes. Ongoing work is beginning 
to elucidate the mechanisms underlying 
treatment delay and resultant targeted quality 
improvement interventions have significant 
potential to improve the timeliness, equity, 
and quality of HNC care delivery. Continued 
efforts from academy members and 
collaborations between the American Academy 
of Otolaryngology–Head and Neck Surgery, 
the American Head and Neck Society, and 
other organizations will be necessary to drive 
meaningful change at the clinical practice 
and/or health system levels to improve the 
timeliness, equity, and quality of HNC care. 
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E
vidence published during the 
past decade has established an 
undeniable link between hearing 
loss and cognitive decline. 
Both diseases are increasing 
in prevalence, with estimates 

suggesting that 2.5 billion people worldwide 
will be living with hearing loss and 152 
million with dementia in 2050.1 The 
relevance of this association is obvious to 
otolaryngologists and has clear potential for 
broad and significant public health impact 
worldwide.

In some of the first, large-scale 
epidemiologic studies on this topic, Lin et 
al. and others found that hearing loss was 
independently associated with a 40% rate of 
accelerated cognitive decline.2-4 Prospective 
cohort data with > 10 years of follow-up 
demonstrated a linear relationship between 
severity of hearing loss and dementia risk: 
Individuals with mild, moderate and severe 
hearing loss had a two-, three-, and fivefold 
increased risk of dementia compared to 
those with normal hearing.3 Data suggests 
that even subclinical hearing loss may 
pose a risk for cognitive impairment.5 
Multiple subsequent meta-analyses have 
supported these conclusions.6,7 Loughrey 

et al. analyzed published data from 20,264 
unique participants across 12 countries and 
reinforced age-related hearing loss (ARHL) 
as a risk factor for cognitive impairment and 
dementia.6 

Results from these population-based 
cohort studies are compelling both 
because of the size of the data sets and 
the consistency of the association across 
diverse populations. These high-quality 
epidemiologic investigations used regression 
modeling to control for confounding 
variables and covariates (most notably age, 
cardiovascular disease, and socioeconomic 
status) and found the strength of the 
association between hearing loss and 

Hearing Loss and Cognitive Decline: 
What Does the Data Say?
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cognitive impairment was still significant.2-4 
Importantly, however, association does 

not imply causation, and a number of models 
have been proposed to explain the possible 
directions of this association. One hypothesis 
is that the relationship between hearing loss 
and cognitive impairment is mediated by 
reduced socialization, a well-established 
sequelae of hearing loss. Social isolation 
and related socio-emotional states such as 
loneliness and depression are known to 
have a powerful and profound effects on 
dementia risk. Another proposed theory 
cites changes in brain structure and function 
caused by or resulting from ARHL. Emerging 
neuroimaging data support a possible 
neuroanatomical link between hearing loss 
and dementia, including atrophy of the 
auditory cortex and frontotemporal regions 
and increased presence of β-amyloid.8-10 
Finally, the concept of cognitive load and 
effortful listening may explain or mediate 
the relationship between hearing loss 
and dementia. Research suggests that the 
additional attentional effort required to 
understand speech in the setting of hearing 
loss may lead to decreased cognitive reserve 
and subsequent impairment.11

Though it remains unclear which of these 
mechanisms, independently or in concert, 
may explain this complex relationship, 
the potential implications have garnered 
substantial attention worldwide. Available 
data were so compelling that the Lancet 
cited hearing loss as the single most 
modifiable risk factor for dementia, larger 
than smoking, diabetes, and education.12 

As hearing healthcare providers, we 
routinely witness the undeniable benefit of 
treating hearing loss, but is there evidence 
that treatment of hearing loss (either with 
hearing aids or cochlear implants) can 
diminish, slow, or prevent cognitive decline? 

At present, data to answer this question 
are limited. Studies show hearing aids 

improve rates of loneliness and depression 
among users.13,14 Comparisons between 
groups of hearing aid users to nonusers 
suggested lower rates of dementia in 
hearing aid users. Here again, however, 
an appreciation of confounding variables 
is needed to interpret these results. On 
average, hearing aid wearers have higher 
socioeconomic status, higher education, 
and have greater access to and utilization of 
healthcare—all factors that have been shown 
to protect against dementia. An inability to 
disentangle these confounders requires a 
nuanced interpretation of the data. 

Limited available results from few 
randomized controlled trials (RCT) have 
been promising. Brewster et al. monitored 
improvement in depression scores and 
memory for adults with depression and 
ARHL treated with either a hearing aid 
or a sham aid (10 dB gain) for 12 weeks. 
Improvements in memory and cognition 
were seen in the appropriately amplified 
group, though blinding was incomplete.15 
Results of an ongoing, large RCT examining 
the efficacy of hearing aids compared with 
aging health education on cognition in 
adults with ARHL (Aging and Cognitive 
Health Evaluation in Elders, or ACHIEVE) 
began in 2017 and will hopefully provide 
long-awaited insight into the effects of 
hearing rehabilitation.16 

Cognitive decline is one of many recently 
identified and diverse health-related risks 
of hearing loss, including falls, morbidity, 
and overall longevity. It is estimated that 
interventions delaying the onset of dementia 
by even one year could decrease the worldwide 
prevalence of dementia by 10%.7 Increasing 
evidence for the individual and public health 
burden of untreated hearing loss should 
encourage us to educate our patients about these 
risks and the potential benefits of intervention. 
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J
eff is a 67-year-old retired accountant 
who was relatively healthy until a 
year ago. He woke up one morning 
with lightheadedness and imbalance. 
He was evaluated at an urgent care 
facility after his symptoms continued 

to persist. Medical workup and imaging 
studies ruled out life-threatening causes of 
his symptoms. The medications prescribed to 
him were making him drowsy but did nothing 
to improve his confidence. With persistent 
symptoms, Jeff became anxious and fearful 
of falling. He was unable to continue his part-
time job, drive, or even work in his garden.

 Approximately one out of five elderly 
persons experiences problems with chronic 
dizziness, balance, or both.1 This has been 
attributed to several factors including age-
related peripheral or central vestibular disease, 
cardiovascular disease, polypharmacy, vision 
or proprioceptive issues, cervical spondylosis, 
gait disorders, and psychiatric factors. Other 
causes that are commonly overlooked during 
the workup of dizzy elderly patients in the 
primary care and tertiary settings include 
cognitive decline and undiagnosed mental 
health conditions. Gait disorders have been 
reported in almost 60% of adults between 80 
and 84 years of age and 25% of persons in 
the 70-to-74-year age group.1 Psychological 
disorders commonly contribute or influence 
older persons with dizziness although they 
may not primarily cause the dizziness.2 The 
psychosocial aspects of dizziness in the 
elderly require specific attention as we strive 
for mental and physical well-being for our 
patients of all ages.

Going for a walk in the fresh air or 
driving to a nearby park is a routine activity 
for a young healthy adult; however, it may 

be a complex task requiring a lot of planning 
for an elderly patient with chronic dizziness 
and imbalance. At least a third of the patients 
aged 65 and older reported difficulty walking 
three city blocks or climbing one flight 
of stairs.3 Additionally, mental, physical, 
and emotional age-related changes can be 
difficult to cope with for the elderly. An 
event such as the loss of a spouse or global 
pandemic, for example, would require a 
strong and intact coping mechanism to 
overcome such hardships. Coping skills 
are dependent on a variety of physical and 
mental factors, not limited to the ability to 
move around or drive a vehicle safely.

 Tinetti et al. studied a sample of 
community-living adults 72 years of age and 
older. Of the study population, 24% reported 
chronic dizziness.4 Over a one-year follow-up, 
chronic dizziness was associated with risk of 
falling, worsening of depressive symptoms, 
decline in social activities, and self-rated 
health. Interestingly, the study results did not 
show any association of chronic dizziness 
with mortality, hospitalization due to any 
cause, or changes in activities of daily 
living. The authors, therefore, recommended 
that goals of care in the elderly should be 
redirected from simply identifying and 
treating individual diseases to alleviating 
the associated psychological, social, and 
physical disability.4 Dizziness, imbalance, 
anxiety, fear of falling, and thoughts of losing 
independence can become a vicious loop for 
these patients. The fear of falling can alter 
people’s gait, head movement, attention, 
and influence the initiation of the vestibulo-
ocular reflex, all of which promote gaze 
stability.5,6 This can negatively impact motor 
and postural control. A fear of falling in the 
elderly has been linked to an increase in 
depression, anxiety, confusion, and feelings 
of helplessness. These factors limit the ability 
of elderly patients to empower themselves 

and persevere through treatment, as well as 
limit desire for social outings and decrease 
comfort in social settings. This may worsen 
the underlying causes of the dizziness by 
promoting further isolation.

 In addition to management of the 
cause of the chronic dizziness or balance 
disorder, individualized exercise-based 
therapy to improve physical conditioning, 
gait, and strength can help to avoid the 
dizziness-anxiety-fear loop. Assistance 
from occupational and physical therapy is 
inherent to global improvement of elderly 
patients with dizziness. Conditioning of the 
vestibular system, developing motivation and 
confidence with walking and moving, and 
fall prevention are all key to the psychosocial 
improvement of our patients. A multimodal 
team-based approach to treatment of patients 
with vestibular rehabilitation and adjunctive 
cognitive behavioral therapy should be 
considered when planning a patient-specific 
treatment regimen. 
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St. Louis, Missouri

General Otolaryngologist 
Position Immediately Available

The largest private practice otolaryngology group in the St. 
Louis region is seeking a BE/BC general otolaryngologist 
for an attractive position in an extremely busy suburban 
ENT office to succeed an experienced physician who is 
retiring. This thriving office is fully equipped and staffed for 
ongoing success, with in-office audiology, allergy and high  
yield referral sources. Great opportunity for success within 
a larger, growing group practice.  

Sound Health Services, an established physician-owned 
private practice with 15 physicians, 13 audiologists, 4 
speech pathologists and 8 nurse practitioners across 10
practice locations, offers an excellent salary with bonus, 
benefits, and partnership potential. 

For more information, visit us online: 
www.soundhealthservices.com

Interested candidates should contact and send CV to:
Dave Hinkle, Chief Executive Officer
C: 314-956-4060
Email: dhinkle@soundhealthservices.com

March 26-27, 2022
Hyatt Regency Lost Pines Resort & Spa

Martin J. Citardi, MD  •  Kunal Jain, MD  •  Zi Yang Jiang, MD

Course Directors

Course Faculty

Ibrahim “Trey” Alava, MD  •  Fernando Gomez-Rivera, MD
Tang Ho, MD  • Zhen “Jane” Huang, MD, MBA

Ron Karni, MD  •   Amber Luong, MD, PhD 
Aniruddha “Alok” Patki, MD  •  Soham Roy, MD

Douglas Stanley, MD  •  Andrew Tritter, MD  •  William Yao, MD

texasentmeeting.org

CT ENT a two physician, one APRN practice is seeking a BE/BC 
Otolaryngologist to join our practice serving 3 locations in and around 
Waterbury, CT.

This is an opportunity to be part of an established, busy single specialty 
practice with 3 private, independent clinics, affiliated to 2 busy hospitals 
(with general surgical residents) and a physician owned multispecialty 
ASC. Our comprehensive services include Audiology, Hearing Aids 
Sales, Allergy, Home Sleep Services with 3 AuDs and 2 allergy nurses 
and excellent support staff. In office procedures, including BSP, ESS can 
be performed in the OR suite. The ASC has five surgical and procedure 
rooms with image guidance and nerve monitoring equipment.

We offer an excellent compensation package with partnership potential, 
generous 401K with employer match and profit sharing, health, dental, 
vision, disability, life, PTO (including conference leave), malpractice with 
tail coverage.

Waterbury is centrally located in CT within short driving distance to NYC 
and Boston. The area offers abundant recreation opportunities including 
golfing, hiking, skiing and the beaches of Long Island Sound. The 
surrounding towns offer outstanding schools, excellent restaurants and 
local theater.

For information about our practice please visit www.connecticutent.com

Interest and questions may be directed to Neil Schiff, MD neil.schiff@att.
net or Mahesh Bhaya, MD maheshbhaya2000@gmail.com

Pediatric Otolaryngologist
Job Specifics
• The Children’s Hospital of Illinois is seeking a Pediatric Otolaryngologist to 

join our rapidly growing practice.
• This incoming physician will join two board certified Pediatric 

Otolaryngologist’s, two Physician Assistant’s with the call expectation of 
1:3.

• The Pediatric ENT program specializes in cases ranging from tubes and 
tonsils to complex airway management.  The team participates in multi-
disciplinary clinics in collaboration with Pediatric Pulmonology, Pediatric 
Gastroenterology, Pediatric General Surgery, Audiology and Speech 
Therapy. 

• Must be board certified or eligible in Otolaryngology with a fellowship in 
Pediatric Otolaryngology; be eligible for an Illinois license; have excellent 
bedside manner and interpersonal skills.

The Community
• Peoria, the largest Illinois metropolitan area outside of Chicago and St. 

Louis, is home to a large collection of medical research, educational and 
clinical facilities including the University Of Illinois College Of Medicine at 
Peoria and Jump Trading Simulation & Education Center.

• Peoria, Illinois, offers a range of residential opportunities whether you are 
looking for something out of the way, in the woods, along the river or right 
in the heart of the city.

• Peoria is also home to a number of performance venues, museums, art 
galleries and more than two dozen historic landmarks of both local and 
national fame.

About OSF HealthCare Children’s Hospital
OSF HealthCare Children’s Hospital of Illinois in Peoria is the third largest 
pediatric hospital in Illinois and the only full service tertiary hospital for kid’s 
downstate. With 136 beds and more than 141 pediatric subspecialists, 
OSF Children’s Hospital cares for more children in Illinois than any hospital 
outside of Chicago. Formally established as a pediatric hospital within 
the walls of OSF HealthCare Saint Francis Medical Center in 1990, OSF 
Children’s Hospital has over 7,000 admissions; 2,500 newborn deliveries, 
and 18,000 emergency department visits each year. More at https://www.
osfhealthcare.org/childrens/.

Please contact or send CV to: 
Stacey Morin, OSF HealthCare Physician Recruitment
Ph: (309) 683-8354 
Email: stacey.e.morin@osfhealthcare.org 
Web: www.osfhealthcare.org
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Penn State Health is fundamentally committed to the diversity of our faculty and staff.  We believe diversity is 
unapologetically expressing itself through every person’s perspectives and lived experiences.  We are an equal opportunity 
and affirmative action employer. All qualified applicants will receive consideration for employment without regard to age, 
color, disability, gender identity or expression, marital status, national or ethnic origin, political affiliation, race, religion, sex 
(including pregnancy), sexual orientation, veteran status, and family medical or genetic information.

WE’RE HIRING FOR:
• Pediatric Otolaryngologist
• Otologist/Neurotologist 

• General Otolaryngologists
• Otolaryngology subspecialists

FOR MORE INFORMATION, 
PLEASE CONTACT: 

Ashley Nippert, Physician Recruiter 
anippert@pennstatehealth.psu.edu

Penn State Health is seeking Otolaryngologists to join our 
growing team in either academic or community-based settings. 
Penn State is a multi-hospital health system serving patients 
and communities across 29 counties in central Pennsylvania. It 
employs more than 16,500 people system-wide. 

http://entnet.org/bulletin
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Comprehensive Otolaryngology

Come join a great team at one of the world’s greatest healthcare 
institutions. Strong growth has led to opportunities for both 
newly trained and mid-career physicians to practice both Adult 
and Pediatric General / Comprehensive Otolaryngology-Head 
and Neck Surgery (ENT) in our Suburban Community and Main 
Campus settings. 

The Head and Neck Institute at the Cleveland Clinic includes 
the Department of Otolaryngology Head and Neck Surgery, 
as well as Audiology, Speech and Language Pathology, and 
Dental Medicine. We have an extensive and growing network 
of practices throughout Northeast Ohio. We are crafting new 
practice models for comprehensive Otolaryngologists that 
allow them to practice at the top of their license within a world 
class institution and build your practice to what drives your 
passion. Multiple career tracks are available – with or without 
research expectations, with or without teaching obligations. We 
want our physicians to focus on what they love. 

Our leadership values general Otolaryngology Head and Neck 
Surgery, and sees a robust surgical practice for those in this field 
as central to our strategic plans.  Comprehensive professional 
benefits offered by Cleveland Clinic, the preeminent physician-
led health care organization in the nation.  We offer a collegial 
work environment, balanced work schedule, competitive salary 
enhanced by an attractive benefits package including generous 
CME, medical malpractice coverage and no restrictive 
covenant.

All team members have career opportunities within an institute, 
and institution, that values innovation in patient care. Advance 
your career interests through collaborative patient treatment 
with robust resources for professional development including 
leadership, education, and management tracks as well as a 
formal mentorship and coaching program, only the Cleveland 
Clinic can provide.

Interested applicants should apply by submitting a CV and 
letter of interest via link provided below
                (all inquiries will be held in strict confidence)

http://www.practicematch.com/physicians/job-details.
cfm/512382

Patrick Byrne, MD, MBA 
Institute Chair, Head and Neck Institute

BYRNEP@ccf.org

From its natural treasures – such as Lake Erie and the Cuyahoga Valley National 
Park – to its many entertainment and cultural attractions, Cleveland is a hidden 
treasure. Cleveland is home to three professional sports teams, the nation’s second 
largest performing arts center, the world-renowned Cleveland Orchestra and the 
Rock and Roll Hall of Fame. Cleveland is also a foodie town that ranks high on 
the global culinary map. A melting-pot culture with affordable homes and top-
rated public and private schools and universities, Cleveland provides excellent 
resources to live and learn. Outstanding healthcare, technology and innovation 
companies provide the backbone to Cleveland’s growing economy.

Cleveland Clinic is pleased to be an equal employment/affirmative action 
employer: Women/Minorities/Veterans/Individuals with Disabilities.  Smoke/
Drug Free Environment

UNIVERSITY OF CALIFORNIA – DAVIS 

PEDIATRIC OTOLARYNGOLOGIST - The Department 
of Otolaryngology at the University of California, Davis, 
School of Medicine, located at the UC Davis Medical Center 
in Sacramento, California, is seeking two academic full-time 
Assistant or Associate Pediatric Otolaryngologists in the 
clinical X series to participate in clinical, teaching and research 
programs. In addition to clinical responsibilities, candidate 
will be expected to fully participate in departmental programs, 
including teaching of medical students and residents; and must 
be able to work cooperatively and collegially within a diverse 
environment.  

The candidate is required to have an MD degree, be board 
certified or board eligible in Otolaryngology, and be eligible for 
a California medical license. Additionally, candidates must be 
fellowship trained in pediatric otolaryngology. The successful 
candidate must be able to demonstrate that they are legally 
authorized to work in the United States. The University will not 
offer sponsorship of a visa for this position.
  
Qualified applicants should apply online at UC Recruit:  https://
recruit.ucdavis.edu/apply/JPF04229 by uploading current 
curriculum vitae with bibliography, letter of interest, statement 
of contributions to diversity, and the names and contact 
information of at least three professional references. 

For more information, please contact Dr. Maggie Kuhn at: 
makuhn@ucdavis.edu 

For full consideration, applications must be received by July 
28th, 2021; however, the position will remain open until filled, 
through June 30th, 2022. 

UC Davis commits to inclusion excellence by advancing equity, 
diversity, and inclusion in all that we do.  We are an Affirmative 
Action/Equal Opportunity employer, and particularly 
encourage applications from members of historically under-
represented racial/ethnic groups, women, individuals with 
disabilities, veterans, LGBTQ community members, and others 
who demonstrate the ability to help us achieve our vision of a 
diverse and inclusive community.  For the complete University of 
California nondiscrimination and affirmative action policy see:  
http://policy.ucop.edu/doc/4000376/NondiscrimAffirmAct.    

UC Davis Health welcomes applications from women and 
under-represented minorities.  The University has a strong 
institutional commitment to the achievement of diversity 
among its faculty and staff.   

Under Federal law, the University of California may employ 
only individuals who are legally able to work in the United 
States as established by providing documents as specified in 
the Immigration Reform and Control Act of 1986.  Certain 
UCSC positions funded by federal contracts or sub-contracts 
require the selected candidate to pass an E-Verify check.  More 
information is available at:  http://www.uscis.gov/e-verify. 

UC Davis is a smoke and tobacco-free campus (http://
breathefree.ucdavis.edu/)
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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.

FACIAL PLASTIC SURGEON

• Assistant Professor; fellowship training required
• Appointment consists of spending 3 days per week

 at a private cosmetic clinic
• Approximately 1000 cases of Mohs reconstruction per year
• Cosmetic surgery 1-2 days per week at MCG-AU 

GENERAL OTOLARYNGOLOGIST

• VA Otolaryngology Division Chief
• Part-time appointment at MCG-AU
• Rank commensurate with experience
• Excellent resources are available

To apply and receive additional information, please contact: 
Stil Kountakis, MD, PhD, Professor and Chairman - skountakis@augusta.edu

Department of Otolaryngology-Head & Neck Surgery
1120 Fifteenth Street, BP-4109 
Augusta, Georgia 30912-4060

Seeking a Head and Neck Surgeon to join an established head and neck cancer practice with multidisciplinary care. Walk into a full Head and Neck 
cancer practice with all the amenities of a large university with a very attractive salary and the ability to do research if interested!

Practice Details:
•  Call schedule is 1:5 with no mandatory trauma call
•  Join an exciting, innovative  Head and Neck program

 ○  Established microvascular reconstruction program
 ○  Established TORS program
 ○  Multiple active head and neck cancer clinical trials including several investigator initiated clinical trials with strong institutional support for  

 research and potential for protected research time depending on interest 
 ○  Head and neck cancer nurse navigation  with experienced head and neck cancer focused Nurse Practitioners and Physician’s Assistants in the  

 clinic and operating room.
•  Join a team of well-trained ENT physicians, audiologists, APPs & support staff within the department
• 545-bed, Level II Trauma Center
• Large, State-of-the-Art Surgical Suites
• Competitive compensation and comprehensive benefi t package
• Excellent retention incentive & relocation allowance

Sioux Falls, SD is one of the fastest growing areas in the Midwest and balances an excellent quality of life, strong economy, affordable living, safe and 
clean community, superb schools, fi ne dining, shopping, arts, sports, nightlife and the ability to experience the beauty of all four seasons. The cost of liv-
ing is competitive with other leading cities in the region and South Dakota has no state income tax. Check us out at practice.sanfordhealth.org.

For More Information Contact:
Deb Salava, Sanford Physician Recruitment
(605) 328-6993 or (866) 312-3907 or email:

debra.salava@sanfordhealth.org

HEAD AND NECK SURGERY OPPORTUNITY 
AVAILABLE AT SANFORD CLINIC – SIOUX FALLS, SD

http://entnet.org/bulletin


 classifieds  employment

38 OCTOBER 2021    AAO-HNS BULLETIN    ENTNET.ORG/BULLETIN

Associates in Otolarynglogy of Northern 
Virginia is seeking a Board Certified/

Board Eligible physician. Our offices are 
located in Alexandria and Springfield, 

VA. Services we offer our patients 
include: in office balloon sinuplasty, 

TNE, laryngeal stroboscopy, audiology 
services, allergy testing and treatment. 
We enjoy a great referral base and are 

looking for a motivated individual to join 
our team of physicians and PAs. Salary 

will be commensurate with qualifications 
and experience, partnership options are 

available. 

CONTACT INFORMATION: 

Michael Nathan, MD
703 980-5301

mnmd7171@gmail.com

• General Otolaryngologist
• Laryngologist

The largest otolaryngology group in Central Florida, which 
offers a full array of subspecialty care including emphasis 
in general otolaryngology, neurotology and head and 
neck surgery, is seeking several partners. We offer the 
best of private practice with opportunities for academic 
pursuits. Integrity, quality and camaraderie are our core 
values. 

We offer an excellent salary, benefits and a partnership 
track. 

Orlando is a world destination offering a variety of large 
city amenities and is a short drive to both the East and 
West Coasts of sunny Florida. 

For more information, visit us online at 
www.entorlando.com 

Interested candidates should send CV to or may 
contact: 
Debbie Byron, Practice Administrator 
Phone: Cellular: 407-342-2033  
E-Mail: dbyron@entorlando.com

The Ohio State University 
Department of Otolaryngology – Head and Neck Surgery

BC/BE Otologist/Neurotologist

The Department is seeking an academically productive Otologist for a clinician/scientist position in the Department of 
Otolaryngology – Head and Neck Surgery at The Ohio State University. Applicants must be board certified/board eligible, 
fellowship trained, and demonstrate excellence in research, teaching, patient care, and leadership. NIH funded applicants 
with current leadership responsibilities are preferred. This is an outstanding opportunity to join one of the top ranked programs 
in the country. 

Located in the heart of Ohio, Columbus is the fastest growing city in the Midwest and offers a population of over 1.5 million 
people. Voted as one of the most livable cities in the USA, Columbus has excellent cultural, sporting, and family activities. 

To build a diverse and inclusive workforce, all qualified applicants will receive consideration for employment without regard to 
race, color, religion, sex, sexual orientation, gender identity, national origin, disability status or protected veteran status. The 
Ohio State University Wexner Medical Center is an Equal Opportunity/Affirmative Action employer.

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

Contact the Department Administrator via
Email: mark.inman@osumc.edu

Fax: 614-293-7292 or
Phone: 614-293-3470
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HEAD AND NECK SURGERY SECTION HEAD

Cleveland Clinic, home to one of the most distinguished Head & Neck 
institutes in the country, is currently seeking applicants for the Head and 
Neck Surgery Section Head.  Candidates should be Board Certified by the 
American Board of Otolaryngology with fellowship training in Head and 
Neck Cancer, able to obtain an Ohio medical license and meet hospital 
credentialing requirements.

The Head and Neck Cancer program within the Head and Neck Institute 
is a collaborative effort. Patient care is conducted within the state of the 
art Taussig Cancer Center (which is in the top 5 in the nation), where a 
multidisciplinary physician team of head and neck surgeons, medical 
oncologists, radiation oncologists, radiologists and microvascular surgeons 
work together to provide customized, coordinated care for patients.  The 
Head and Neck Surgery Section has six Head and Neck Surgeons who 
perform over 1,000 surgical cases annually with more than 6,000 patients 
served.  It is also home to a highly competitive accredited Head and Neck 
Oncologic and Microvascular Surgery fellowship program.

The ideal candidate for the Section Head of Head and Neck Surgery should 
be a recognized leader as an outstanding clinician, educator and scholar, who 
supports research and education within a multi-specialty organization. The 
Section Head will have ultimate responsibility for the clinical, educational, 
research and fiscal oversight in order to achieve personal and institutional 
successes. The successful applicant will receive a faculty appointment at 
a rank commensurate with academic accomplishments at the Cleveland 
Clinic Lerner College of Medicine of Case Western Reserve University, one 
of the nation’s leading Universities.  

Cleveland Clinic is a nonprofit, multi-specialty academic medical center 
that integrates clinical and hospital care with research and education. 
Today, with nearly 1,400 beds on Cleveland Clinic Main Campus and 5,895 
beds system-wide, Cleveland Clinic is one of the largest and most respected 
hospitals in the country.  We offer a collegial work environment, balanced 
work schedule, competitive salary enhanced by an attractive benefits 
package including generous CME, medical malpractice coverage and no 
restrictive covenant.

Cleveland Clinic is an exciting institution, physician led and patient 
focused, where innovation is embraced. Career advancement is supported 
via best in class leadership training via the Mandel Global Leadership and 
Learning Institute. Advance your career interests through collaborative 
patient treatment with robust resources for professional development 
including leadership, education, and management tracks as well as a formal 
mentorship and coaching programs.

Interested applicants should apply by submitting a CV and letter of interest 
via link provided below. (all inquiries will be held in strict confidence)

https://jobs.clevelandclinic.org/job/cleveland/section-head-head-and-
neck-surgery-and-oncology/27575/4461814880

Patrick Byrne, MD, MBA 
Institute Chair, Head and Neck Institute

BYRNEP@ccf.org

From its natural treasures – such as Lake Erie and the Cuyahoga Valley National 
Park – to its many entertainment and cultural attractions, Cleveland is a hidden 
treasure. Cleveland is home to three professional sports teams, the nation’s second 
largest performing arts center, the world-renowned Cleveland Orchestra and the 
Rock and Roll Hall of Fame. Cleveland is also a foodie town that ranks high on 
the global culinary map. A melting-pot culture with affordable homes and top-
rated public and private schools and universities, Cleveland provides excellent 
resources to live and learn. Outstanding healthcare, technology and innovation 
companies provide the backbone to Cleveland’s growing economy.

Cleveland Clinic is pleased to be an equal employment/affirmative action 
employer: Women/Minorities/Veterans/Individuals with Disabilities.  Smoke/
Drug Free Environment

Established 
Otolaryngology practice 

seeking B/C – B/E 
Otolaryngologist 

Join us in the practice of the full scope of ENT in 
this Mid-Atlantic resort/retirement area with access 
to beaches, Wyeth Country, culture, and sports. 
Excellent referral base and collegiality. 

• All aspects and age groups of ENT practice
• Academic Cancer Center
• Audiology & Vestibular testing & management  
• SL/SC, SET testing; Food Allergy testing & 

management
• Telemed
• Second office if desired
• Office call only; referrals from ER

Please call our office at (302) 644-2232 or email us at 
ent.receptionist1@gmail.com

WELL-ESTABLISHED SOLO 
GENERAL OTOLARYNGOLOGY PRACTICE FOR SALE

NORTH-CENTRAL IOWA

Unique opportunity to purchase a busy 40 year-old general 
otolaryngology practice.  Balanced mix of adult and pediatrics.  
Fully equipped.  Extensive referral base.  Turnkey, be busy from 
day one.  High income potential.  Experienced, well-trained 
staff.  Minimal competition.  Office is adjacent to regional 
secondary-care medical center.  Dedicated block time in O.R.  
In-suite audiology and hearing aid dispensing (independent 
contractor). On-call 5 nights/month + 5 nights phone 
consultation only.

Very reasonable housing and cost of living.  Excellent public, 
parochial schools and community college.  Extensive year-
round recreational and cultural opportunities.  Regional airport 
with non-stop jet service to Chicago O’Hare and Denver 
International Airports.  Easy access to Des Moines, Ames and 
Iowa City.

Please contact otohnsdoc@outlook.com or 515-570-6539.
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Assistant Professor WOT - 
Otolaryngology Head and Neck Surgery
University of Washington: Academic Personnel:
School of Medicine: Otolaryngology / Head and Neck Surgery

The University of Washington Department of Otolaryngology–Head and 
Neck Surgery is seeking one full-time academic clinician/scientist at the 
rank of Assistant Professor WOT. A major focus of this position is to 
develop the translational research mission of the Head and Neck Surgery 
division as Assistant (0113) Professor without tenure by reason of funding. 
This position would be a multi-year appointment with a 12-month service 
period (July 1 - June 30). University of Washington faculty engage in 
teaching, research and service.

This position will be based at both the University of Washington Medical 
Center and/or Fred Hutchinson Cancer Research Center. The individual 
will function in a multi-disciplinary practice environment which includes 
fellow, resident, and medical student teaching and clinical or basic science 
research. The anticipated start date is July of 2022.

The successful candidate must have expertise in academic otolaryngology. 
Candidates should have a background and a track record of clinical and 
scholarly productivity, and a documented record of head & neck cancer 
research as a major component of their activity.

Minimum qualifications include an MD (or foreign equivalent), certified 
or eligible for certification by the American Board of Otolaryngology, 
completion of head & neck surgery fellowship, and eligible for a Washington 
State medical license. In order to be eligible for University sponsorship 
for an H-1B, graduates of foreign (non-US) medical schools must show 
successful completion of all three steps of the US Medical Licensing Exam 
(USMLE), or equivalent as determined by the Secretary of Health and 
Human Services.

All applicants should submit a CV, letter of interest, and diversity statement.

Initial deadline for receipt of complete applications is November 1, 2021.

Application URL: https://apply.interfolio.com/91920 

Contact Email: otohr@uw.edu 

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
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PRACTICE SMART
ENT’S SMART EHR FOR BETTER 

OUTCOMES AND INCOMES

With more smart features to maximize staff productivity, Advantage SMART 
Practice® helps you deliver exceptional patient care while controlling cost.  

Offering otolaryngology’s only fully customizable EHR, Advantage speeds 
documentation, streamlining your workfl ow.

ENT’s All-In-One EHR

EHR
Practice Management
RCM
ASC
Patient Engagement
Telehealth

Ask About Our Special SMART Features

Advantage SMART CodingTM for AMA 2021 Guidelines 
Advantage SMART Workfl ow®

Advantage SMART OrdersTM

Advantage SMART EngagementTM

PracticeWatch® Virtual Assistant

www.compulinkadvantage.com/smart-ent  | 805.716.8688
SCHEDULE A DEMO TODAY
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