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Graft Placement Using the Dull Needle Implanter 
(DNI) Technique 
Mauro Speranzini, MD I São Paulo, Brazil I speranzini.mauro@gmail.com

INTRODUCTION
Graft implanters were described by Choi in 1992.1 The instrument was designed 

to be used with sharp needles (Figure 1), which allows simultaneous site making and 
placement of FUs, accelerating the implantation process. 

Since only the surgeon was allowed to do these incisions, and thus delegation of 
placement was not possible, this instrument was not incorporated by most teams 
worldwide.

With the popularization of the follicular unit extraction (FUE) technique, in which 
the FUs are even more delicate, the advantage of implanters has become more ap-
preciated for its atraumatic placing of the grafts. In the FUE technique, typically the 
surgeon has the responsibility and the job of harvesting all the FUs. But in combina-
tion with a one-step sharp implanter, this can lead to work overload and consequent 
fatigue for the surgeon. The dull needle implanter (DNI) technique allows a gentle 
placing of the grafts and permits delegation of placing to the technicians.2 The site 
creation is done by the surgeon and dull graft placing is less traumatic.

It is common for a team to have great resistance to change from a routine that’s been in place for years 
or even decades, such as is the case of using forceps for placement of grafts. It is up to the team leader to 

order to make the transition a success for the technicians, it is essential that the physician understands all 
the advantages of the technique and how to teach the use of implanters.

THE DULL NEEDLE IMPLANTER
Although the use of implanters in premade sites was mentioned and eventually used by some col-

leagues,3,4 its advantages have never been described in detail. In 2016, I published an article in the Forum 
describing nine advantages of the DNI (dull needle implanter) technique.2 To these, Dr. Vance Elliot, who 
commented on the article, added two others. Dr. Robert True, in his Co-editor’s Message lead-in to the 
article, noted the technique “could very well become the preferred method for placing FUE grafts.”

The basic difference between the traditional sharp needle implanter and the dull needle implanter is that it 
is impossible for the latter to pierce the skin. This allows delegating the placement after the creation of pre-
made recipient sites. Because 
there are currently no implanters 
sold with premade dull needles, 
it is necessary to modify them in 
an artisanal way.

Diagram of an implanter
Figure 2 shows the parts of 

an OKT implanter and, in red 
and blue, the different names 
used by other companies.

FIGURE 1. Sharp needle

FIGURE 2. OKT implanter
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In the lead up to the “big one” in Prague and Polanica 
Zdrój, rich educational offerings, usually with a live sur-
gery component, are being offered by the ISHRS (Orlando 
Live Surgery Workshop) or members of the Global Council 

(Asian Association and 
Italian, Korean, and Para-
guayan societies) almost 
monthly. Education is 

of the three pillars of the 
ISHRS alongside Research 
and Collegiality. The best 
example of the ISHRS focus 
on excellence in education 

President’s Message

Dear Colleagues,
Last month, I had the great plea-

sure of attending HAIRCON 2017 
in Ludhiana, India. The meeting, 

was hosted by Kapil and Aman 
Dua for the Association of Hair Restoration Surgery–India. It 
was truly a tremendous success in all aspects. While there, 
I couldn’t help but marvel at yet another impressive educa-
tional offering by one of our Global Council colleagues. As 
we begin our Silver Jubilee year in earnest, I am in awe of 
the growth in educational content offered or sponsored by 
the ISHRS and the esteemed member societies of the ISHRS 
Global Council. Our society has continued to grow at a con-
siderable rate adding over 600 new members over the past 
5 years, with approximately 70% of our membership coming 
from countries other than the United States. The Global 
Council of the ISHRS now consists of 20 member societies. 

is our continued achievement of Accreditation with Com-
mendation from the Accreditation Council for Continuing 
Medical Education. I encourage you to use our calendar of 
educational events in every issue of the Forum or visit 

. 
On another note, at our recent meeting of the Global 

Council at the World Congress in Las Vegas, the Global 
Council member societies expressed a strong sense of 

practice of medicine and surgery in hair restoration, world-
wide. In addition to the ongoing multi-front battles by our 
members against this dangerous and divisive precedent, 
we recently circulated a request to deny as faculty any 
speaker who is a known advocate of the unlicensed prac-
tice of medicine or is an integral part of an organization 
that is sympathetic or supportive of the unlicensed prac-
tice. As you might expect, we have received enthusiastic 
support of this initiative. 

One of the most popular offerings of the ISHRS is our 
biennial Practice Census Survey. Every two years, we query 
our membership on a wide variety of hair restoration issues. 
Shortly, you will be receiving the 2017 ISHRS Practice 
Census web-based survey. We encourage you to please set 
aside time to complete this important survey. When more of 
our members participate, the more reliable the data will be, 
so, yes, each member makes a difference.

Lastly, I encourage all members to raise your hands and 
become active in the ISHRS. We know that you have a lot 
to offer, and the success of our society depends on volun-
teerism. Please go 
to www.ISHRS.
org and review 
the different 
committees and 
educational 
opportunities 
available for 
participation by 
clicking on the 
“Physicians: Join 
Our Community” 
icon.

Ken Washenik, MD, PhD, FISHRS I Beverly Hills, California, USA I washenik@bosley.com

PLAN TO ATTEND

WWW.25THANNUAL.ORG
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Co-editors’ Messages

Andreas M. Finner, MD I 
Berlin, Germany I 
forumeditors@ishrs.org
                                                       

While summer is ending in 
the southern hemisphere, we are 

out of the melting snow, followed 
by colorful tulips. It is a miracle of 

nature just like the growth of hair. But while tulip bulbs are 
quite robust, hair roots are very sensitive. Great care must 
be taken when we transplant them. 

The use of implanters may be potentially helpful to reduce 
damage to the follicle. Dull needle implanters eliminate some 
disadvantages of the stick-and-place technique with sharp 
implanters. The article by Mauro Speranzini nicely explains 
how to make sharp implanters dull, and it gives a lot of 
advice regarding loading and placing as well as sterilizing 
the instruments. Hopefully, new devices will facilitate these 
steps. In a comment, my fellow co-editor Bradley Wolf ques-
tions the general advantage of implanters. Studies regarding 

placing should be performed in different graft types (FUE, 
FUT, thick or thin hair diameter). What is your experience?

The interesting study by Dell Castillejos on donor hair 
density in Asian men can provide a good reference for a 
preoperative assessment.  The maximum yield of grafts also 
depends on the (suspected) size of the safe donor area, 
the harvesting method, the FU composition, scalp and hair 
color, donor hair caliber, curliness, and desired length. It 

thinning will occur. No ultimate formula is available. It 
still requires a lot of experience to estimate the donor hair 
supply and predict the cosmetic effect of a procedure in the 
recipient area. In many cases, it may be wiser to do (sev-
eral) limited procedures, especially in younger, early-stage 
patients. What do you think?

Anil Garg describes the way he teaches his assistants 
using different simple materials. These are certainly helpful 
tips; I am just wondering where to get that goat skin.

Sara Wasserbauer practices some calculations with us. 
I always like to look at the donor hair on a video screen 
together with my patients as we measure density, so they 
know what we are talking about. But we should educate 
our patients that it’s not just how many grafts, but also how 
and where we place them. Hair restoration is a three-dimen-
sional work of art.

Last, but not least, we have a Cyberspace Chat from 
Robin Unger, a Literature Review from Jeff Donovan, and an 
instructive case of an impossible FUE patient from Marco 
Barusco.

Please send any type of contribution you may have to 
forumeditors@ishrs.org. 

Bradley R. Wolf, MD, FISHRS I 
Cincinnati, Ohio, USA I 
forumeditors@ishrs.org
                                                         

The ISHRS celebrates its 25th 
anniversary this year. To commem-
orate this silver jubilee, as well as 

-
las (April 30–May 2, 1993), we will 
be publishing items in the 2017 
issues of the Forum. Dow Stough 

and Dan Rousso, two of the course directors of that confer-
ence, and 1993 ISHRS Board of Directors members Russell 
Knudsen and Bob Leonard have been gracious enough to 

Richard Shiell, who was at all the formative meetings in Dal-
las, has also been very generous to share his time and amaz-
ing memory. As a relative novice, having a little more than 
two years’ experience, I attended that conference. I recall 
my head spinning after many lectures, especially those on 

do remember the line dancing lessons and trying to use the 
steps (two) at the gala dance. I hope the younger members 

you would like to share your memories of Dallas 1993 or 

last 25 years, please contact us at forumeditors@ishrs.org. 
Mauro Speranzini continues to educate us about im-

planters and their use into premade incisions. The FUE 
Advancement Committee (FUEAC) is currently conducting 
an IRB-approved study, “Comparison of the Quality and 
Survival of Grafts Placed with Implanter and Forceps.” The 
FUEAC invites all ISHRS members who are interested in 
becoming involved in studies and advancing the science and 
knowledge base of FUE to contact Dr. James Harris, chair of 
the FUEAC, at harrisfueac@hsccolorado.com. I look forward 
to the FUEAC study results. 

Prague, the site of our 25th anniversary conference in 
October, is a wonderful and magical city. It was the cultural 
center of Europe in the 14th century and is rich in his-
tory, architecture, art, and music. Charles University was 
founded in Prague before America was “discovered” by 

centuries, the museum of artist Alphonse Mucha and grave 
of composer Antonin Dvorak, to the Art Nouveau buildings 
of the 19th and 20th centuries, there is much to be seen. 
I would encourage all those attending the conference to 
either come early or stay after the conference to explore 
this fascinating city. 

In this issue we welcome the Argentine Society, the 
AARC, to our Global Council. Congratulations to Bruno Szy-
ferman and the founding members. Hopefully your society 
can connect the physicians in Argentina, the way the ISHRS 
has united physicians throughout the world for the past 25 
years.  
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Notes from the Editor Emeritus, 1996–98

 PAGE 50

It seems to be deconstructing all 
around us. How involved is hair 
transplantation surgery in this 
phenomenon? From my perspec-
tive, it too is deconstructing from 
a medical specialty with its innate, 

centuries-old set of ethics into a practice that focuses upon 
outcomes that serve business interests, both those of the 
equipment manufacturers as well as those at the practi-
tioner’s level. This is where the ISHRS plays a crucial role. 

then looking at solutions 
and roles that the ISHRS has 
played or could play?

So much of the dialogue 
that goes on today seems to 
be about surgical details of 
follicular unit extraction (FUE) 
and these details seem to 
overlook and to accept as “no 
problem” some underlying 
issues so that I am forced to ask, “What does FUE have in 
common with climate change denial?”

The bottom line answer to this question, in my humble 
opinion, is that each requires the adherent to focus on sci-

-
looking science and the associated questions raised that run 
counter to the belief. Many issues, as you will see below, 
require only simple common sense, and it seems that they 
should be maximally utilized along with, if not before, trying 
to achieve the same goals of more hair growth by applying 
advanced levels of science such as using ACell, ATP, PRP, 
stem cells, bimatoprost, lasers, etc. 

Some issues include:

And other issues such as:

Can a surgeon give all his patients the procedure needed 
without offering both strip harvesting and FUT?

BEST TECHNIQUE OF HARVESTING FOR OPTIMAL 
YIELD

Back in the nineties, Dr. Jim Arnold, one of the pioneers 
of our specialty, gave a presentation at the ISHRS scien-

alopecic scalp.” He stated the obvious, but not previously 
described (which was a style of his), that taking a strip of 
hair from the donor included taking out the interfollicular 
alopecic skin as well as the follicle. What was placed back in 
the recipient area was only the hair without the bald inter-

William H. Reed, MD I Weaverville, North Carolina, USA I wreedmd@mac.com

to be tempered by the fact that the strip generates a scar and 
once the “virgin laxity” is removed, the partial stretchback 
that Dr. Michael Beehner has described with scalp reduction 

principle, as it applies to the FUE harvesting of donor hair, 
means that with FUE, only hair is removed from the donor 
leaving behind the bald interfollicular skin that would have 
been removed with the strip harvest. This seems strongly to 
imply that there will be a more rapid depletion of donor hair 
if its end point is the minimum density that allows (a poorly 

Optimal yield is also 
stunted, according to my 
unapologetically simplis-
tic thinking, by limitations 
imposed by the density 
step-off that will occur be-
tween the whole width of 
a maximum harvest of the 
“safe zone” and the adjacent 
“unsafe zone.” The solution 

is either grafting a tapering, submaximal density within the 
“safe zone” or into the adjacent “unsafe” areas as has been 
described as an approach by FUE advocates who cite that 
only a low percentage of patients will suffer the embarrassing 
consequences of scar exposure with progressive balding in 
the future. I suppose this is acceptable as long as the patient 
is adequately informed. With patient consent, I would put 
this latter approach in the category with transplanting a 
19-year-old’s vertex or giving him a Norwood II hairline; his 
desperation, typical of a young person, makes the wisdom of 
his consent questionable.

GRAFT QUALITY AND TRANSECTIONS
I refer you to the Unger and Shapiro text for numerous 

studies that need to be refuted before being comfortable 
with the skinny or transected grafts that FUE can produce. 
How has the FUE adherent become so comfortable with 
these studies that show decreased or miniaturized growth? I 
am not aware that studies refuting these concerns have been 
performed. Additionally, the transection rates that are tol-
erated with FUE are percentages that sank the multi-bladed 
knife harvest years ago. It seems objectivity is being applied 
inconsistently. The limitations imposed by the hair mass of-
fered by the safe donor have always been a major limitation 
to our ability to treat alopecia. Are patients fully aware of 
this likely “follicular holocaust” that can occur with FUE?

This concern aside, the inherent individual variation in 
graft quality that results in, for example, skeletonized grafts 
or high transection rates, begs the question of whether a 
hair transplant surgeon can practice ethically without also 
offering strip excision or, at least, having consent signed that 
the procedure will not proceed if such problems arise. (How 

I am proud of my association with the ISHRS for its trying to maintain its original mission of teaching and the free exchange of ideas while realizing a need to keep ourselves focused on the ethics of medicine. 
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 CONTINUED FROM PAGE 49

much transection during FUE is acceptable if strip excision 
transection approaches zero?)

VASCULAR DAMAGE
The total incising with a 2,000-graft case is approximately 

50cm for a 24cm strip versus about 569cm for 2,000 FUEs 
with a 0.9mm punch. Admittedly, the depth of the punch 

could be deeper than a strip; some, less) so that it is hard 
to know how to compare FUE with strip excision. But what 
a huge difference in total wounding and who knows what 
the impact is on donor vasculature after multiple proce-
dures magnify this difference yet further. Does the ischemia 
produced with this wounding decrease donor density yet 
further? Nobody knows.

Over the years, I have repeatedly asked various ISHRS 
Board members why the ISHRS doesn’t stand for certain 
standards of quality from its members. Not unreasonably at 
the time, the response was that the ISHRS’s purpose is ed-
ucation and that adopting standards of performance would 
alienate and create internal dissent that would adversely 
impact the exchange of ideas. This seems true, yet now is a 
time when one hears of businessmen running mills in coun-
tries overseas and, even in the United States, businessmen 
are allegedly setting up mills with multiple operating rooms 
and 20 or more technicians and poor medical supervision. 
If the businesses selling the FUE machines were to police 

would be no problem. After all, one of the business models 
charges on a per graft basis and, therefore, has to stay in 
touch with its clients. However, such rarely seems to be the 
policy of the business culture, and that brings us once again 
to the importance of the ISHRS to stand as the institution 
representing the physician–patient relationship and what the 
related ethics should be. So, clearly, times are different from 
the founding of our society. Perhaps the ISHRS should also 
sanction the medical device companies who don’t mind 
selling their weapons indiscriminately as well and not permit 
them to sell at our meetings.

I am proud of my association with the ISHRS for its trying 
to maintain its original mission of teaching and the free 
exchange of ideas while realizing a need to keep ourselves 
focused on the ethics of medicine. For the former, I congrat-
ulate their open-mindedness in trying to objectify FUE with 
various, multicenter studies with their FUE Advancement 
Committee on which sit many of the most sophisticated 
practitioners of the procedure. For the latter, establishing 
standards of ethics, I congratulate them for having come up 
with, and having as a requirement for membership, stan-
dards for ethical marketing and having members agree that 

in their practices. They should promote these superior qual-
ities of their members more forcefully to the various social 
media centers that advocate for and communicate with large 

high underlying principles.
Finally, how do we agree that a physician has shown 

he or she opens up for business down the road? All of us 

at some point struggled with this issue in our own pursuit 
and options available varied considerably. Fellowships are 
not realistically going to provide a solution both for the 
number of physicians that could be produced as well as 
the real-world considerations of traveling away from one’s 
base to an unpaid position elsewhere. It would seem that 
the ISHRS’s offerings of its Basic Course, Advanced Course, 
an FUE course, and perhaps a hairline course, which would 
require attending several meetings, could indicate an intent, 

be a welcoming gesture to newcomers, the practitioners of 
tomorrow.

I should mention, in closing, that there are many tech-
nicians who have more ability and concern for the patient 
than most doctors, and I am indebted for what they have 
taught me. You know who you are. Nevertheless, to protect 
patients from the greed of some business-minded entre-
preneurs, keeping this surgical procedure tightly under the 
auspices of a degreed medical practitioner is important, in 
my humble opinion, for reasons stated above. Unfortunately, 

the patient’s well-being and this is where the ISHRS should 
step up to be an institution that stands for such quality, and I 
applaud its efforts to this point. Keep on striving for the high 

For more information, contact:

21 Cook Avenue
Madison, New Jersey 07940 USA

Email: ellisinstruments.cellis@gmail.com

www.ellisinstruments.com

State-of-the-art 
instrumentation for hair 

restoration surgery!
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In the last issue of the Forum, Dr. 
Nicole Roger’s Literature Review 
column (2017; 27(1):21) examined 
two contrasting papers regarding 

the success or failure of platelet-rich plasma (PRP) as an 
ancillary medical treatment: one for female androgenetic 
alopecia (failure to produce hair thickening) and the other as 
an ancillary intraoperative treatment of male balding (success 
in accelerating post-op growth in the recipient area). This 
highlights the confusing state of affairs regarding the proper 
place of PRP in our arsenal of treatment options.

Let’s face it, PRP is not a new mode of treatment. I have 
personally heard lectures on this topic for at least eight years 
with most speakers hesitating to assign growth-promoting prop-
erties to it whilst happily stating its wound healing effects. This 
doesn’t invalidate its potential because one of the main prob-
lems we have is lack of standardisation in such areas as type 
of centrifuge used, technique of preparation, concentration of 
platelets achieved, activation or non-activation and use of addi-
tives. In addition, where might it be most effective? A medical 
option for early thinning or an intraoperative ancillary treatment 
as described in the review of the Garg article (Garg, S. Out-
come of intra-operative platelet-rich plasma during follicular 
unit extraction of hair transplant. A prospective randomized 
study in 40 patients. J Cutan Aesthetic Surg. 2016; 9:157-164)?

The explosion of the use of PRP reminds me of the original 
explosion of devices related to low level laser therapy (LLLT). 
In my opinion, once again the marketers (device manufac-
turers in particular, as well as physicians or non-physicians) 
have talked up the therapeutic potential well before credible 

Controversies
Russell Knudsen, MBBS, FISHRS I Sydney, Australia I drknudsen@knudsen.com.au

non-medical “hair loss clinics” around the world an opportu-
nity to provide a “cutting edge” technology not requiring the 
presence, or even involvement, of a physician.

Within our ISHRS fraternity there are many who will not yet 
provide PRP (including me) who await a better standardised 
protocol with credible clinical proof of concept. Many others 
already offer this, and we certainly have mostly anecdotal re-
ports of improved outcomes. I encourage the physicians who 
offer PRP to continue to carefully study the effects with some 
type of metric to accurately assess results (e.g., HairCheck de-

at meetings or to submit articles to publish in the Forum.

to charge for this treatment as an ancillary “add on” to 
our current medical treatment protocol or to our surgical 
protocol. Some physicians seem to offer a “shopping list” of 
ancillary treatments, such as PRP and ACell, and patients get 
to choose what they want added to their surgery with each 
of these ancillary treatments individually charged as an ex-
tra. That is certainly a reasonable approach if the physician 
carefully explains the rationale for use and the current level 
of evidence so patients can make informed decisions.

The whole matter is obviously complicated by the explo-
sion of internet marketing of ancillary treatments with many 
patients desperate for anything that might improve their hair 
coverage. Nonetheless, the poor reputation of the “hair loss 
industry” was earned by the unfettered offering of multitudes 
of unproven remedies. We need to be careful that physician 
hair loss clinics do not go down the same path. It is worth 
remembering you can only lose your credibility once. 

The Explosion of PRP
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 CONTINUED FROM FRONT PAGE

How to turn a sharp needle into a cannula 
For this, we use 600- or 400-gram sandpaper, but smaller 

(coarser) weights can also be used. Another option is a 
sandstone. The process takes less than one minute (Video 1). 
The needle loses the ability to pierce and acts as a cannula. 
After proper washing and sterilization, it can be reused 

Lion implanter has a wider channel than other brands, it is 
advisable to widen it mechanically, too. Two different tools 
can be used:

1.  
the channel at the proximal edge of the bevel (Video 1).

a 2mm-thick diamond disc.

The sanding of the needle tip and the widening of the chan-
nel needs to be performed only once (Figure 3, right). This can-
nula can then be reused during hundreds of surgeries. After it is 

by accidental falling.
  

IMPLANTER CHOICE
1. Diameters

Implanters are sold with sharp needles (Figure 1). For each 

has criteria to differentiate one size from the other, usually 

inscriptions or drawings (Figure 4).

FIGURE 3. left to right: Sharp needle; dull needle; dull and widened 
needle

Note: Simply mentioning the reuse of a needle causes as-
tonishment and fear of the risk of transmission of infectious 
diseases. In reality, sanding the needle (piercing-cutting 
instrument) transforms it into a cannula (non-cutting steel 
tube). The use of a cannula is a traditional practice in plastic 

-
ies. Likewise, sterilization care should be equally rigorous 
(see “How to Clean the Implanter” below).

That said, if the physician still does not feel comfortable 

can be accomplished with disposable ones. To do this, sim-
ply sand them exclusively for a single procedure and throw 
them away at the end of the operation. Sanding can be done 
prior to the surgery, followed by sterilization. It can also be 
done during surgery, with new sterile needles if a piece of 
sterile sandpaper or sandstone is available.

 
HOW TO MODIFY THE DULL NEEDLE FOR EASY 
LOADING 

Implanters were designed to be loaded by 
pulling the FU by the shaft through the needle 
channel. For this, the channel is wide enough 
just for the passage of the hair (Video 2). 

Another way to load the implanter is by 
pulling the epidermis through the channel 
(Video 5). This allows the surgeon to verify that 
the implanter has been loaded correctly, with 
the concave portion facing forward. If it is not 
in the correct position, it is possible to rotate 
the implanter until it can be withdrawn with the FU in the 
ideal position. The out-of-channel epidermis also helps 
prevent the FU from being introduced too deeply, burying it 
below the skin level. To facilitate the passage of the epi-

that makes loading faster and less traumatic. Although the 

FIGURE 4. left to right: Hwang; KNU; Lion; OKT; Rainbow; Smart; 
Keep; Shiao

It is advisable to have several different diameters available, 
because the size of the FUs varies from case to case. In 
follicular unit strip dissection (FUT), there is usually greater 
variation in size than in FUE, where the grafts sizes are more 
uniform.

The table below lists available sizes from different brands.

 
2. Implanter durability

In the traditional use of sharpened needle implanters, the 
ability to repeatedly pierce the skin is critical, however, in 
the DNI technique, this is irrelevant; any brand of implanter 
can be used.

Implanter Company    Sizes (mm)

Hwang Hwang 0.60 0.70 0.80 0.90 1.00 1.10 1.20   

KNU Medisol 0.60  0.80  1.00  1.20   

Lion Hans Biomed 0.64  0.80  1.00     

OKT Chois Instruments 0.64  0.80 0.90 1.00 1.15 1.25   

Rainbow Seson Medical 0.60 0.70 0.80 0.90 1.00 1.10 1.20   

Smart J&C Corp. 0.65  0.80  1.00   1.30 1.50 1.80

Keep    0.80 0.90      

Shiao Shiao Implanters    0.90  1.10
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3. Lightness, ease of handling, assembly, and cleaning 
The ideal implanter is one that is light, will not slip 

should not be too thin or too thick. Ideally, it should allow a 
grip similar to that of a good pen. The ideal implanter should 
have as few parts as possible. Quick assembly and disas-
sembly make it easier to prepare for the next surgery.

For cleaning, consider the following:

-
essary to send them to specialized companies, making 

the need to have a greater number of implanters.

countries.

life of the implanter. It is essential to follow the auto-
clave manual and choose the correct cycle for plastic 
materials (implanter body) and a longer one for metal 
parts (spring, staff, and needle). 

    The ideal implanter should remain intact even after 
hundreds of autoclaving cycles. The Lion implanter is 
made of tough, non-deforming plastic material, holding 
up after repeated autoclaving cycles. On the other 
hand, both the needle and the staff have both steel and 
plastic parts, which come apart and need to be glued 
from time to time (see below, “How to Fix Implanters”). 
In contrast the OKT (Chois Instruments) implanter 
needle and staff remain intact after hundreds of auto-
claving cycles. Although the body in the older models 

Implanters”), the latest generation is stronger and better 
supports the autoclaving process.

4. Visual and tactile references that make it easy to 
identify the position of the needle channel 

The ease of locating the position of the needle channel is 
important because the time between grasping the implanter 
and placing should be short. In the Lion implanter, the clip 
permits positioning the pen both by touch and visualization. 
In the OKT implanter, the position of the channel must be 
determined solely by visualization. Some brands have no 
signs and only direct channel viewing is done (Figure 4). 

HOW TO STORE AND CLASSIFY FUs 
In order to avoid too much time out of the body, we rou-

tinely harvest only a few hundred FUs to sort and store them. 
They are kept chilled at a temperature of 4° Celsius. Each 
team has a routine. We have developed a Graft Organizer 
Board (Figure 5) with the following characteristics (Video 3):

are four lines of slots. Each line has 15 slots and each 
slot stores 10 grafts, totaling 150 FUs per line. The 
board stores up to 600 FUs.

inspected under the microscope. They are stored in the 

and 3-hair grafts. Transected hairs are trimmed away 

we put FUs with the same number of hairs. 

Three main advantages of organizing grafts in this board 
include the following:

1. Grafts are parallel, which facilitates graft removal, 
placement on the glove, and loading of the implanters. 

2. A number greater than 10 could expose the FUs to ex-
cessive dryness. A number less than 10 would increase 

number creates a routine and speeds up the process. 
3. Just looking at the board and counting the number of 

of remaining grafts. This same count would take several 
minutes if the FUs were scattered in the petri dish.

(Note: The Graft Organizer Board is made in Brazil by 
Rhosse Instrumentos e Equipamentos Cirúrgicos LTDA, 
www.rhosse.com.br  

HOW TO CHOOSE THE DIAMETER OF THE 
IMPLANTER NEEDLE 

The smallest possible diameter should be chosen. In this 
way, unnecessary trauma is avoided in the recipient area 
and the highest possible density is achieved. The choice is 
made by testing different diameters, case by case. In FUE 
harvesting, there is a greater uniformity in size, making the 
choice easier:

0.64mm implanter/premade sites of 0.5mm (coronal 
or sagittal).5 General application: singles in the hair-
line, with partial removal of the epidermis. We prefer 
coronal incisions, but it can also be used in sagittal. In 
eyebrow transplantation, the incisions are necessarily 
coronal. 
0.8mm implanter/premade sites of 0.7mm. General ap-
plication: beard transplantation. The punches used for 
harvesting the FUs are usually 0.7-0.8mm in diameter. 
When we transplant beard hairs into the face, we pre-
fer coronal incisions, since they allow very sharp angle 
incisions. For beard hair transplanted into the scalp, 
both coronal and sagittal incisions can be used.
0.9mm implanter/premade sites of 0.75-0.8mm. Gen-
eral application: scalp transplantation. The punches 
used for harvesting the FUs are usually 0.9-1mm in di-
ameter. They can be used in both coronal and sagittal 
incisions. 

FIGURE 5. Graft Organizer Board
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1mm implanter/premade sites of 0.80 or 0.85mm. Gen-
eral application: for coarse hair and FUs with many 
shafts. The punches used for harvesting the FUs are 
usually 1-1.1mm in diameter. They can be used in both 
coronal and sagittal incisions.
1.15mm implanter/premade sites of 0.90 or 0.95mm. 
General application: coarse hair and FUs with many 
shafts. The punches used for harvesting the FUs are 
usually 1-1.1mm in diameter. They can be used in both 
coronal and sagittal incisions.

HOW TO ADJUST THE NEEDLE LENGTH 
In every surgery, it is necessary 

to adjust the length of the needle 
according to the length (average) 
of the graft (Figure 6). With a short 

with a needle that is too long, 
the trauma is increased (Video 
4) while increasing the chance of 
burying the FUs. The consequence 
of this is the formation of cysts in 
the postoperative period and poor 
growth.

The same adjustment is made 
in all implanters. Each brand has 
its own mechanism to adjust the 
length. This is usually done by 
rotating the parts. Among the 
implanters tested (Hwang, KNU, 
Lion, OKT, Rainbow, Smart), only 
the OKT additionally allows an 

adjustment in the length of the body. Other manufacturers 

LOADING THE IMPLANTER
The Graft Organizer Board stands on the table. Two tech-

nicians are usually in charge of loading the implanters. Ac-
cording to preference, they can stand or sit (Figure 7). If the 

placement is faster 
than the loading, 
a third technician 
should be added 
(Video 6).

Although many 
do this with the 
naked eye, it is 
recommended that 
you use loupes 

-
tion of 2.5-4.5×. 
There is often an 
initial resistance to 
using this equip-

visualization. Our preference is 4.5× loupe and LED light.
Straight forceps are used to load the implanters. With this 

forceps, the operator grasps 10 FUs of each slot and places 
them on the glove of the left hand (for right-handed tech-

nician) (Figure 8). Each technician loads 10 to 20 FUs per 
minute. Thus, no graft is out of the storage solution for more 
than 1 minute. A partition separates the loaded implanters 
from the unloaded ones.

A right-handed technician places the FUs on the glove 
with the concave side (sebaceous gland side) facing up or 
left (up or right for a left-handed technician).

FIGURE 6. The length of the needle 
can be adjusted.

FIGURE 7. Team layout in the operating room

FIGURE 8. Loading the implanter with forceps

Grafts are grasped by 
the dermis, above the 
sebaceous gland, and 
should be carried with 
the concavity facing 
outwards and convexity 
inward. The epidermis is 
kept out of the channel 
and the follicle should be 
positioned at the level the 
channel starts, to prevent 
it from leaving at the time 
of implantation (Figure 9).

the concave and convex 

straight hair), the visual-
ization of the sebaceous 

side. In the same way, 
the epidermis is visible on the convex side (Video 5). This 
differentiation is crucial for correct loading and placement 
with the FU correctly directed.6

HOW TO GET IMPLANTERS
The placer can pick up the loaded implanters directly 

from the instrument table (Dr. José Lorenzo’s technique) 
or a third technician can be used (Figure 7), which medi-
ates the doctor’s delivery to the instrument table and vice 
versa (Dr. Jae Hyun Park’s technique).8 In this case, the 
technician removes the empty implanter from the placer’s 
hand and places it back on the table while using the other 
hand to deliver the loaded implanter (Video 6).9 With this 

to 28 FUs per minute (easy cases). Whatever the technique, 
the loaded implanter should always be placed on the table 
in the same position.

HOW TO PLACE FUs
In the DNI technique, the incisions are premade with 

needles or chisel blades (our preference). Premade sites are 
10,11 

FIGURE 9. The sebaceous gland is visible. 
Epidermis is kept out of the channel.
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It is the responsibility of the placer to rotate the graft so the 
hair grows in the correct direction. For this, it is crucial that 
the implanter loading is done correctly (Video 5):

Coronal incisions: With the bevel facing down, the 
needle is inserted into the site. When the epidermis of 
the FU is at the level of the epidermis of the scalp (or 
discretely above this), we press the plunger to inject the 
graft. Simultaneously, the implanter is pulled out. (See 
Figure 10.)

the inside of the needle, thereby removing blood or tissue 
debris. We also use a 10cc syringe to inject the solution into 
the needle for further cleaning.

After rinsing under running water, the parts are placed 
in the ultrasonic washer for the time recommended by the 
manual. Although unnecessary, we repeat the ultrasonic 
cleaning cycle to ensure further cleaning of the material.

The parts are again washed in running water and dried 
one by one with a cloth. We complete the drying with an 
air compressor. We set up the implanter without the nee-
dle, spring, and staff. Because they contain metal parts, we 
sterilize them separately using a longer cycle and at a higher 
temperature.

HOW TO STERILIZE THE IMPLANTER
The sterilization can be done with ethylene oxide, auto-

clave, or cold sterilization solutions (Video 8). Acceptable 
forms depend on the health legislation of each country. In 
our clinic, we use autoclaving for ease, speed, and safety. 
The major drawback of autoclaving is the risk of compro-
mising the implanter functioning. We set up the implanter 
without the needle, staff, and spring. We sterilize the plastic 
parts with the cor-
responding cycle 
according to the 
autoclave manual. 
The steel parts 
(needle, staff, and 
spring) are steril-
ized in the longer 
cycle along with 
other metal instru-
ments (Figure 12).

The plastic bod-
ies of the implanter 
are placed in a 
multiperforated 
box with a silicone 
surface that avoids 
direct contact with 
steel parts, which 
could heat up and 
render the instru-
ment unusable 
(Figure 13).

HOW TO FIX IMPLANTERS
The heat from the autoclave can deform the implanters 

and lead to the detachment of some parts. The following 
describes the required maintenance on two different brands 
of implanters.

Lion implanter. The implanter itself resists autoclaving 
without deforming. But both the needle and the body have 
steel and plastic parts. After a few cycles, these parts fall off 
and need to be glued with “Superbonder.” It is essential to 
glue the parts together by comparing them with the intact 
originals so that they are perfect. Attention should be paid 
to the position of the needle channel relative to the plastic 
part. After a few additional cycles of autoclaving, there may 

FIGURE 10. Graft is placed into a coronal incision.

Sagittal incisions: If the right-handed surgeon stands be-
hind or on the patient’s side, the needle bevel is inserted 
into the premade site parallel to it (with the channel 
facing left). At this point, we check if the implanter has 
loaded correctly. While inserting the needle into the site, 
we rotate the implanter 90 degrees clockwise to position 
the bevel forwards and downwards and thus prevent 
the bulb from leaving the implanter. With the concav-
ity forward, we push the staff until the epidermis is at 
or slightly above the epidermis of the scalp. When the 
implanter is pulled out, we check if the FU was placed in 
the correct depth. Any adjustment can be made with the 
tip of the needle and in some cases with forceps. If the 

implanter is im-
properly loaded, 
after entering the 
site as described 
above, the needle 
must be rotated 
until the FU is in 
the right position. 
If the convexity is 
facing the chan-
nel (180-degree 
error), instead of 
turning the nee-
dle 90 degrees 
forward, we turn 
it in the oppo-
site direction 
(counter-clock-
wise). (See Figure 
11.)

HOW TO CLEAN THE IMPLANTER
At the end of the surgery, the implanters are completely 

dissembled and placed in a germicidal solution (Video 7). 
Caution should be taken so that parts of different implanters 
are not mixed. Some parts are not compatible depending 
on the size of the needles. They are left in solution for some 
minutes or until the following day for better penetration of 
the liquid. The parts are brushed individually. Special atten-
tion is given to the needles. The staff itself is used to unclog 

FIGURE 11. Graft is placed into a sagittal incision.
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FIGURE 13. Implanters in box with silicone surface to 
be sterilized.

FIGURE 12. Steel parts are sterilized separately using 
a longer cycle.
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be another detachment and it can be necessary to repeat 
the bonding (Video 9).

OKT implanter: Its advantage lies in the fact that both the 
needle and the body are non-detachable, maintenance-free 
steel parts. The old implanter deformed with the heat and it 
used to be necessary to sand some parts. The latest genera-
tion is heat resistant, requiring no maintenance (Video 10).

HOW TO ASSEMBLE AND DISASSEMBLE IMPLANTERS
The videos below show how to assemble implanters from 

different companies:
 KNU implanter (Medisol)

 Rainbow Hair Implanter (Seson Medical)

 Lion implanter (Hansbiomed)

 and  

Hwang implanter

VIDEO LIST
Video 1: “Modifying an implanter needle”

Video 2: “Loading the implanter”

Video 3: “Graft Organizer Board”

Video 4: “How to adjust the length of the needle”

Video 5: “How to load implanters and how to place grafts into coronal 

and sagittal incisions”

Video 6: “Team layout in the operating room”

Video 7: “How to Clean the Implanter”

Video 8: “How to sterilize the implanter”

Video 9: “How to repair the needle after autoclaving”
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Editor’s note from Dr. Wolf:
Implanters have been given new life when dulled and used 

to place FUE grafts into premade incisions. While the con-
cept is alluring, there have been no studies that prove their 
superiority by comparing growth in side-by-side (forceps vs. 
implanter) clinical trials. A rosy picture is painted by their 
adherents. Dr. Antonio Ruston, in a recent Cyberspace Chat, 
wrote: “Implanters cause less trauma than forceps—this is a 
fact.”1 Until proven, I disagree. It depends on the situation and 
experience of the placer. In this same column, Dr. Speranzini 
noted that by using an implanter, he can place a 4-hair graft 
into a coronal incision as small as 0.75mm in width.2 While 
this may be possible, I have seen unsightly compression when 
grafts are forced into incisions made too small. 

Ahmad et al. have concerns about using implanters, 
including trimming grafts closely so they can be placed 
into implanters whose diameters are as small as 0.60mm.3 
Studies have shown chubbier grafts have a better survival 
rate. They are also concerned about the potential desicca-
tion of “skinny” grafts and the risk of trauma to grafts during 
loading, placement, and twisting to adjust their angle of exit 
after placement. 

In the same chat, Dr. Speranzini stated: “Placing the grafts 
is just a technical task.”2 I take exception to this statement 
having personally placed millions of FUT and FUE grafts 
using forceps and consider graft placing a rate-limiting step 
in the surgical process. Placing is as important as donor 
harvesting. Implanters may make placing faster and more 
delegatable, but whoever does it and whatever method or 
tool is used, placing is a craft that takes experience to be 
performed at the highest levels. I assess every follicle in 

quality grafts in areas of highest cosmetic priority (differen-
tial graft placement). Some grafts are rejected, others are 
placed in areas of lesser importance. When using implant-
ers, this inspection can’t be done. Grafts are blindly placed 
into implanters and then into the scalp. I’ve tried implanters, 
but for the above reasons, not extensively. 

Dr. Speranzini’s above article is an excellent “how to” for 
those contemplating the use of implanters. I look forward to 
a healthy debate in the future. It is important to determine 
not the fastest or easiest path, but the one that produces the 
highest quality results for our patients. 
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Training Module in Hair Restoration Surgery: A Simple Method 
for Beginning Physicians and Assistants
Anil Kumar Garg, MS, MCh, Seema Garg MBBS, MSc I Indore, India I anilgarg61@yahoo.com

Demand for hair transplant surgery is increasing. Hair trans-
plant centres are popping up all over the world. There are 
very few training centres and fellowship programs across the 

This author has developed an effective, user friendly, econom-
ical model that can be used to learn and practice all steps of hair 
transplantation. Materials required for this training model are 
readily available and include such items as foam, money plant 
leaf (a thick leaf), simple stitching black thread, needles, and 
wooden spatulas (tongue depressors). In addition, for the second 
stage of this model, you will need goat skin and a helmet.

MICROSURGERY POSITION
The process of hair transplantation is microsurgery. There-

fore, all basic principles of microsurgery should be followed, 
-

hand movements (Figure 1).
The surgeon or 

assistant should 
be positioned so 
that all body joints 
are in a functional 
position. The feet 
should rest on 

to thigh at a 90° 
angle, the spine 
should be straight 
and supported, 
the forearm 
should rest on the 
dissection table, 
and all movement 
should be at the 
wrist. This position 
allows the surgeon 
or assistant to 

work for a longer period; incorrect or poor posture invites 

PAPER MODEL
Training of movements at the wrist

The microsurgery position allows the surgeon to move 
only at the wrist. Follicle dissection requires movements at 

No side-to-side movements are required during the hair 
transplant process. To learn and practice, start by drawing 

maintaining the microsurgery position, ask an assistant to 
make straight parallel equidistance lines in the boxes (Figure 

FOAM MODEL
Strip harvesting

This next model is meant to 
train how to hold a scalpel, which 
part of the blade is needed in 
strip harvesting, and how to raise 
a strip while dissecting in one 
plane of tissue (Figure 3).

The material you will need 
includes an 8×10cm-long, 2- to 
3cm-thick high-density foam 
piece, a wooden platform, a 
marking pen, a scalpel, and 
toothed forceps.

wooden platform or any table. 
Mark the strip area with skin 
marking pen. Hold the scalpel in 
dominant hand in pen holding po-
sition. Keeping the sharp edge of 
the scalpel almost parallel to sur-
face of foam, make a partial-thick-
ness cut over the marking. The 
depth of incision should be the 
same all around; this is only 
possible when you apply equal 
pressure over the scalpel. The 
direction of the incision should 
be slightly oblique, because hair 
direction in the scalp is oblique, 
so it is important to follow the 
direction of the hair follicle. 

Next, use the toothed forceps to 
hold one end of the strip. Pull up 
the strip and cut underneath with the scalpel, taking care to 
cut in the same plane, and harvest a uniform thickness of the 
foam strip. Practice this multiple times; try to achieve uniform 
thickness and stay in the same plane of the foam. 

FIGURE 1. Top photos show the microsurgery position; 
bottom photos show how forearm should rest on 
dissection table.

FIGURE 2. Making straight equidistance parallel lines 
practice sheet .

FIGURE 3. The s teps of s t r ip 
harvesting: (  foam 
with marking; scalpel in pen holding 
position; incision; strip harvesting; 
harvested strip. Harvested strip 
should be of uniform thickness.
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Slivering
After strip harvesting, slivering is the next step. This is 

divided into two steps. First, the scalpel is moved in an up 
and down direction while making thin slices in the foam. 
Slivering is practiced on a foam strip woven with thread. 
Black thread with a knot symbolizes the graft. During this 
action, the thread should not be cut. 

To practice slivering, you will need a 2- to 3-cm-thick 
piece of foam, black stitching thread, sewing needles, and 
skin marker.

To start, cut small pieces of foam 1cm thick, 2cm wide, 
and 7-10cm long. Using the skin marker, make multiple 
straight parallel lines 2-3mm apart on the surface of the 
foam. Now this foam piece is like a sliver and marked lines 

toothed forceps in the non-dominant hand and a scalpel in 
dominant hand. Using the 
forceps, catch the upper 
edge of foam sliver and cut 
in between two lines straight 
from the top surface of the 
foam to the bottom. While 
the scalpel is cutting, pull 
the foam sliver outside and 
slightly upward so there is 
increased gap between two 
rows. Finally, cut very thin, 
equal, and uniform slices of 
foam.

Next, use the black 
stitching thread to symbolize 
a hair follicle, with a single 
knot of thread as an indica-
tor of a hair bulb. Using a 
needle, sew multiple threads 
in rows on a foam strip, with 
a knot on the underside; 
leave small, free ends of 
threads on the other side as 

start slivering, as explained 
in step one, taking care to 
not cut the thread and its 
knot.

LEAF MODEL
Follicle dissection

For this step, you will need 
a thick plant leaf, such as 
the leaf of a money plant 

(Epipremnum Aureum). These leafs are thick and the texture 
is similar to normal skin. In addition, you will also need a lead 

Method
Take a 2cm× 5cm piece of thick leaf and make markings of 

10mm-long parallel lines in the centre of the leaf. These lines 
are symbols of follicles. Start follicle dissection under the 

microscope or mag-

your assistant is go-
ing to use (Figure 6). 
The assistant should 
make cuts in be-
tween two lines and 
make small pieces 
of leaf having a line 
in the centre of each 
piece. The line rep-
resents the hair and 
hair bulb, and the 
leaf part is peri-follicle tissue. During this step, also practice 
coordination of the scalpel and forceps. Any indentation of 
the forceps over the leaf 
surface is a warning that the 
grip of the forceps should be 
softer so as to avoid crush-
ing the follicle. The assistant 
should at least cut 100 plant 
slivers (Figure 7).

Implantation
Both the stick-and-place and slit methods of implantation 

can be practiced using the thick plant leaf, a wooden spat-
ula, a slit making knife, needles, black thread, and diluted 
adhesive solution (e.g., Fevicol solution, which is a synthetic 
resin adhesive).

To begin, take multiple pieces of leaf of equal length and 
widths and put them one over the other so you have a mul-

-
ula. The number of leaves depends on the thickness of the 
single leaf. To be similar to scalp, use approximately an 8- to 
10mm-thick layer of leaf bed. Now, make the follicle using 
black thread. Immerse a black thread in diluted solution of 
adhesive solution and dry it. This will make the thread stiff 
and you can cut it into multiple 8mm-long pieces. 

Your thread follicles are ready to implant. Make multiple 
slits in the leaf bed (leaf scalp) using either a needle or slit 
knife blade. For implantation, you can use two forceps or 
one forceps and one needle. Dilate the slit using one forceps 
and implant thread pieces into it. This is the slit method 
(Figures 8 and 9).

To do the stick-and-place technique, insert the needle in the 
leaf model of scalp 3-4mm deep and implant thread by sliding 
it in the bevel portion of the needle (Figures 10 and 11).

FIGURE 4. Foam strip  shows markings 
for rows of hair; foam sliver  
markings indicate rows of hair.

FIGURE 5. Thread woven foam strip (top 
 and foam sliver .

FIGURE 6. The plant leaf sliver  and follicle 
dissection .

FIGURE 7. Trimming of the follicles.

FIGURE 8. Preparing thread follicles and leaf scalp. Multiple leaf strips are put over 
each other to make it as thick as scalp.
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FIGURE 9. Premade slit and implantation of thread follicles in premade 
slits using two forceps. Slits were made using a needle.

FIGURE 10. Stick-and-place technique used for implantation of thread follicles 
on “leaf scalp” using needle and forceps.

FIGURE 11. Final appearance

GOAT MODEL
Goat skin is a very versatile model upon which to practice 

before starting on human skin. It is readily available and inex-
pensive. Practicing on goat skin gives you the feel of human 
skin but will save a lot of human follicles. The goat follicles are 
shorter and have higher density than human follicles, but this is 
actually an advantage when practicing. Human follicles are most 
precious. Damage to follicles causes permanent loss of those 
follicles, which are limited and not reproducible. So practice, 
practice, practice to achieve zero transection of human follicles.

Material
Use fresh black goat skin: 2cm×10cm (Figure 12). To pre-

pare the goat skin for slivering practice, clean the skin with 
tap water, shave it, and then clean it again with tap water. 

Slivering of goat skin strip
-

model (Figure 13). Goat skin gives you the feeling of human 
skin. The only difference is that goat skin is denser and has 
follicles of a shorter length. Extra fat should be trimmed.

FIGURE 13. Slivering of goat skin under stereomicroscope.

FIGURE 14. Follicle dissection of goat 
sliver under stereomicroscope.

FIGURE 12. Fresh goat skin, side view ; shaved and mounted over wooden 
spatula for slivering .

Follicle dissection of goat 
sliver

Goat slivers should be dis-
sected under a microscope with 

should take all precautions and 
practice as if you are dissecting 
human follicles. De-epithelisa-
tion, trimming, and irrigation 
are all steps that should be well 
practiced. Now, these follicles are ready for implantation on the 
leaf model of scalp.

 
IMPLANTATION OF GOAT FOLLICLES

To implant goat follicles, you 
need the goat follicles, leafs, 
adhesive tape, and a helmet.

Method
Mount 5-6 layers of leaf on 

the front side of the helmet, 
which provides a similar curve 
and surface as that of human 
scalp, except that it is little 
larger. You can also use another 
model of a human head. Start 
implanting the goat follicles ei-
ther by the slit method or stick-
and-place method (Figure 15).

SUMMARY
This is a very versatile, user 

friendly, economical model to learn all steps of hair transplan-
tation. The author has used this model to train all his team 
members. It typically takes two hours per day for three to 
four weeks to train a technician. Basic knowledge of the hair 
transplant procedure, the follicle, and the importance of graft 
hydration, ischemia, temperature, and delicacy of the follicle 
should also be reviewed. It is important that the assistants 
realise how important their job is, and that they be properly 
trained and paid for their work. After all, hair transplantation 
involves teamwork and every step should be practiced to 
ensure optimum results for the patient. 

FIGURE 15. Leaf is mounted on helmet 
 goat follicles are implanted .
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Assessment of Follicular Unit Density in Asian Men with 
Androgenetic Alopecia
Dell Kristie O. Castillejos, MD, Damkerng Pathomvanich, MD I Bangkok, Thailand I 

ABSTRACT
An important issue in hair transplantation is donor density. 

Success of surgery is largely dependent on this factor. Donor 
density is not only determined by the number of grafts, but 
also by the number of hairs per graft and by the quality or 
caliber of each hair. This greatly affects the results of hair 
transplantation. 

Our study of 70 men undergoing hair transplantation re-
vealed that East and Southeast Asians had an average of 61.1 

2 2); of these, 1-hair grafts accounted 
for 32.5%, 2-hair grafts for 54.2%, and 3-hair grafts for 
13.2%, but no 4-hair grafts were noted. Miniaturized hairs 

2 (7%). A 
small proportion of West Asians revealed an average density 

2 2); of these, 1-hair grafts 
accounted for 20.7%, 2-hair grafts for 59%, 3-hair grafts 
for 19.3% and 4-hair grafts for 0.8%. Miniaturized hairs for 

2 (14%). Likewise, 
a small number of South Asians were also noted to have an 

2 2). The pro-
portion of 1-hair grafts was 19%; 2-hair grafts, 61.2%; 3-hair 
grafts, 19.16%; and 4-hair grafts, 0.5%. Miniaturized hairs 

2 (8.5%).

BACKGROUND
Hair density, together with hair diameter, has a tremen-

dous impact on the cosmetic outcome of hair transplan-
tation surgery.1 The success of the procedure not only lies 
on the skill of the attending surgeon and his or her team, 
but is likewise dependent on the amount of follicular unit 
(FU) grafts that can be harvested from the safe donor zone 

-
istics that allow the hair restoration surgeon to customize 
the unique design for each individual.1 This study aimed 
to provide information on the average FU density in the 
donor area among Asian men with androgenetic alopecia to 
guide hair transplant surgeons in mapping out their surgical 
approach.

For purposes of this study, we broke down Asian men into 
the following groups:

 East Asians: China, Hongkong, Japan, Korea, Taiwan
 Southeast Asians: Brunei, Indonesia, Laos, Malaysia, 
    Philippines, Singapore, Thailand
 South Asians: India, Afghanistan, Bangladesh, Pakistan, 
    Sri Lanka
 West Asians: Georgia, Iran, Iraq, Turkey, UAE

OBJECTIVE
Our objective was to assess the average number of FU 

grafts in the donor area of Asian men with androgenetic 

4-hair grafts on the donor area of Asian androgenetic 
patients.

the scalp in Asian androgenetic patients.

as the average amount of hair per cm2 for each Asian 
subgroup.

2.

METHODOLOGY
A preoperative review was carried out on all Asian men 

with androgenetic alopecia who underwent FUT hair trans-
plantation surgery at DHT Clinic. The study was conducted 

transplantation.
There were 70 patients studied who ranged in age from 

24 to 65 years old. East and Southeast Asians comprised the 
bulk of the patient pool, which included Thais, Singapor-
eans, Hong Kong Nationals, Chinese, Taiwanese, Japanese, 
Cambodians, and Malaysians. A total of 50 patients were 
gathered in this group. However, a subgroup of South Asians 
(Indians, 10 patients) and West Asians (Middle Easterners, 
10 patients) were isolated 
because of inherent dif-
ferences in hair densities 

group.
During the harvesting 

procedure, a 2- to 3cm-
wide area of the donor 
site was shaved from 

areas served as reference 
points for the study:1

of the occipital 
protuberance—des-
ignated in this study 
as the “Central 
Occiput” (Figure 1)

-
lix on a line drawn 
superiorly from the ex-
ternal auditory meatus—
designated as the left 
and right temporal area, 
respectively (Figure 2)

points 1 and 2 over the ip-
silateral mastoid, approxi-
mately 7-7.5cm from each 

 PAGE 62

FIGURE 1. Midsagittal plane of the occipital 
protuberance—central occiput

FIGURE 2. Temporal and mastoid areas

FIGURE 3. Videomicroscope captures 
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TABLE 5. Breakdown of FUs in Each Reference Point in West Asians 
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point—designated as the left 
and right parietal area, respec-
tively (Figure 2)

A video microscope was 

each reference point (Figure 
3). The area was measured 
at 25mm2 (Figure 4). Values 
were multiplied by 4 to get 
the exact measurement of 
1cm2. Each photograph was 
stored in the computer and 
labeled accordingly (Figure 5).

The investigator then 
counted the FUs within the 
box and recorded the number 
of 1-, 2-, and 3-hair follicular 

-
ence points (left temporal, 
left parietal, central occipital, 
right parietal, right temporal) 
(Figure 6).

Follicular units whose hair 
shafts were exactly lying on 
the box margins but whose 
roots lied outside the lines 
were excluded. Results were 
then tallied and the average 
numbers were computed 
according to the number of 

2 
on the left temporal, left pa-
rietal, central occipital, right 
parietal, and right temporal. 
Hair density (number of hairs) 
was also computed, as well 

2 
(Figures 6 and 7).

RESULTS
1. Average density count

East and Southeast Asians: 
The average density of East 
and Southeast Asian patients 

2. The density count for East and Southeast 
2. Table 1 shows the FU 

density for each reference point.

South Asians (Indians): South Asians (Indian) had a result 
similar to the West Asian patients, with an average density of 

2 2. Densities 
for each reference point are shown in Table 3. 

FIGURE 4. Area was measured at 25mm2.

FIGURE 5. Donor photos are taken.

FIGURE 7. Miniaturized hairs

FIGURE 6. Hair density count

TABLE 1. FU Density in East and Southeast Asians

West Asians (Middle East): The West Asian (Middle East) 
2. Density ranged 

2. Table 2 shows the breakdown.

TABLE 2. FU Density in West Asians

TABLE 3. FU Density for Each Reference Point in South Asians (Indians)

TABLE 4. Breakdown of FUs in Each Reference Point in East and Southeast Asians

2. Density count per reference point
The average of each follicular unit for 1-, 2-, 3-, and 4-hair 

FUs was computed and multiplied by 4 since the video mi-
croscope was calibrated only at 25 mm2. Hence, to get the 

2, each FU was multiplied four-fold. 
East and Southeast Asians: Analysis for East and South-

east Asians revealed that 2-hair grafts predominated at a 
density of 54.2%, with the central occipital area having the 
greatest density. Its amount decreases as it approaches the 
lateral sides of the donor area. One-hair grafts seemed to be 
least over the temporal areas but were still higher compared 
to 3-hair grafts. The greatest number of 3-hair grafts was still 
in the central occipital area and followed the trend of 2-hair 
grafts, decreasing in amount as it approached the parietal 
and temporal areas. The breakdown is shown in Table 4.

West Asians (Middle East): Evaluation of FUs in West 
Asians (Middle Easterners) yielded a higher amount of 2-hair 

2, comprising 59% of the total density, and 
was noted to be concentrated at the central occipital area, 
and this did not differ much over the left and right lateral 
sides. Distribution of 1-hair and 3-hair grafts did not differ 
much in location, being almost the same throughout the 
entire donor area. Interestingly, the central occipital region 
had the greatest number of 4-hair grafts. The breakdown is 
shown in Table 5.

South Asians (Indians): Likewise, the breakdown of fol-

trend of 2-hair FU grafts highest over the central occipital 
2); it then declined as it reached both 

lateral sides. One-hair grafts were more or less evenly 
distributed over the donor sites, but were notably less at 

2). Three-hair FU grafts were 
2. 

Four-hair FU grafts were noted to be most dense at the left 
parietal area. The breakdown is in Table 6.
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3. Number of hairs/cm2

East and Southeast Asians: Assessment of the number of 
hairs for East and Southeast Asians revealed an average of 

2, with the central occipital region having the 
2 (see Table 7).

West Asians (Middle 
East): Evaluation of the 

2 
among West Asians 
revealed an average of 

2. The 
highest hair density 
was on the central oc-
cipital region at 146.8 
hairs, which gradually 
decreased as it ap-
proached both lateral 
sides. The left side re-
vealed a slightly higher 
hair density than the 
right (see Table 8).

South Asians (Indians): 
Computation for the aver-
age number of hairs for 
South Asians surprisingly 
revealed the same value 
as that of west Asians 

2. The 
occipital area is again the 

2, decreasing laterally towards both sides 
(see Table 9).

4. Miniaturized hairs
Analysis of miniaturized hairs in East and Southeast Asians 

2, amounting to 7% of 
the total number of hairs (Table 10). The amount of these 
vellus hairs was most noted over both temporal aspects 
of the scalp. West Asians revealed the greatest number 

2, comprising 14%. 
Similarly, the amount of these baby hairs was most noted 
on both temporal areas. South Asians came in second for 

2 
(8.5%) (see Table 10). The same trend was observed in that 
the temporal areas had the greatest number of vellus hairs.

DISCUSSION

hairs in any patient, thus limiting the amount of donor hair 
reserves available for harvesting in hair restoration surgery.2 

The incidence of pattern hair loss in men varies from 
population to population based on genetic background. 
The highest prevalence is reported in Caucasians.3 The 
frequency in the Asian population is noted to be lower than 
that of Europeans.3

This reported incidence is somehow compensated in 
Caucasians, having more FU counts than Asians.4 Avram, 
et al. noted that the average FU density in the donor scalp 

2, and the aver-
2.5 Likewise, 

Jimenez reported that the occipital donor scalp has follicular 
2 with a hair density of 124-200 

2.6 For the Asian population, however, Tsilosani 
2 for the donor area among 

Central and Eastern Asians.7 Moreover, using a video screen 
2, 

with a predominance of 2-hair FUs, was reported by Tsai, 
et al. (2002) among the Chinese population.8 Some authors, 
however, did not mention the device used in taking the hair 
density.

Our study among the Asian population, consisting mainly 
of East and Southeast Asians with a subgroup of West and 
South Asians, revealed a much lower density count in the 
donor area. One factor that could account for this could be 
the wide age bracket of our sample population. Though a 
majority of our patients are in the age bracket of 30-40 years 
old, a considerable number are in the 50-60 year age bracket, 
lowering the average number of FUs in the donor area.

Another factor could be in the counting of the grafts. In 
this review, hair grafts within the 25mm box area but whose 
roots were seen outside of the line were not counted. This 
could account for a lower graft count.

Androgenetic alopecia and senescent alopecia represent 
two major factors affecting the hair density of men.9 In andro-

follicle size and cycling, leading to diminution of the hair folli-
cles. On the other hand, in senescent alopecia, follicular drop 
out and thinning occurs as a result of apoptosis and oxidative 
stress responses brought about by the aging process.9 All of 
these factors can lead to decreased overall density of the hair.

The values in counting the follicular units vary depending 
on the instrument used. This study used the video micro-
scope,11 which was calibrated to map out an area of 25mm2, 
or a quarter of a square centimeter. Thus, it is necessary to 
multiply the values by 4 to get the measurement of 1cm2. 
The instrument provided a clearer view of the follicles and 
its roots, making the counting more accurate. 

2 in the 
donor area to be considered for hair transplantation.4 For-
tunately, most Asians meet this requirement, albeit having a 
lower density than their Caucasian counterparts. 

East and Southeast Asians had the lowest density count 
2, with the occipital region being the dens-

est. Two-hair grafts dominated the count, amounting to 
54.2%, followed by 1-hair grafts at 32.5% and 3-hair grafts 
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TABLE 6. Breakdown of FUs in Each Reference Point in South Asians (Indians)

TABLE 7. Number of Hairs per Reference Point in 
East and Southeast Asians

TABLE 8. Number of Hairs per Reference Point 
in West Asians

Table 9. Number of Hairs per Reference Point in 
South Asian

 TABLE 10. Average Miniaturized Hairs for Asians

East and Southeast
Asians

West Asians South Asians

Average no. of
miniaturized hairs/ cm2

Percentage (with
reference to total no. of
hairs)

Total no. of hairs
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at 13.2%. No 4-hair grafts were noted. This Asian subgroup 
2, with the lowest amount 

2 (7%).
The small study population of South (Indians) and West 

2

cm2, respectively. Both Asian subgroups have fewer 1-hair in 
comparison to 3-hair grafts. Though the FU count for both 
Asian subgroups was almost identical, West Asians appeared 
to have fuller hair because of more 3- and 4-hair grafts. 

Surprisingly, both West and South Asians yielded the same 
2 2), though in varying 

proportions. It is also worthwhile to note that West Asians 
2 

(14%), compared to South Asians, who had only 10.9 minia-
2 (8.5%).

All Asian subgroups showed that miniaturized hairs are dens-
est over both temporal areas, and most of these vellus hairs are 
attached to a follicular grouping rather than being a stand-
alone 1-hair graft. The result of this observation may give hair 
transplant surgeons a clue that the temple areas of most Asians 
may be more unstable than the occipital region, thus giving us 
a warning to be more careful if harvesting over these areas.

All groups showed a predominance of 2-hair grafts over 
the occipital region, with decreasing counts as it goes lateral 

density is lowest in areas closest to the ear and highest in 
the occipital region.1

In predicting the patient’s long-term hair loss progression, 
Bernstein and Rassman pointed out that there are three impor-

in a family member that matches the patient’s own hair loss 
chronology, second is the personal history when the hair loss 
started and the present rate of hair loss, and third is the degree 
of miniaturization of both donor and recipient site.10

According to Bernstein and Rassman, miniaturization 

both diameter and length, due to genetically determined 

follicle.10,11 In simpler terms, miniaturized hairs have thinner 
hair shafts or hair caliber and may be shorter in length in 
comparison to the rest of the existing hairs of the patient.

Articles in the Forum have likewise stressed the impor-
tance of early miniaturization over the donor area, as this 
could give a warning sign that the donor area is not stable 
and the patient may not be a good candidate for transplant.11 
Similarly, when miniaturization is noted in a teenager, the 
possibility of developing DUPA is extremely high.11

Lam has likewise provided a practical guideline on how to 
predict outcome of hair transplantation results based on the 
degree of miniaturized hairs:13

According to Lam, a normal scalp has approximately 
91-95% of terminal hair and 9% of miniaturized hair.13 
The average percentage of miniaturized hairs for all Asian 

good candidates for hair transplantation.
This study can be helpful to hair restoration surgeons work-

ing with Asian patients. If the surgeon does a preoperative 
measurement, the result can be compared to the average pa-
tient. If short of a modern gadget to determine a patient’s hair 
density, these data can provide a rough estimation on the do-
nor densities of different Asian ethnicities, thus aiding surgeons 
in mapping out realistic treatment plans for their patients.

CONCLUSION
Our study found the following:

2. Although the number of South and West Asians 
were small in this study, this review revealed that South 

2, and 
2.

densest amount of FU grafts. The density is lowest in 
areas close to the ear.

subgroups. However, 3-hair grafts appear to be more 
in South and West Asians, while East and Southeast 
Asians have more of the 1-hair grafts. There were no 
4-hair grafts noted in East and Southeast Asians and 
more on West and South Asians.

2 with 7.2% miniaturized 
2). Surprisingly, West and South Asians 

2. West Asians 
had the most number of miniaturized hairs at 14% (17.8 

2), and South Asians came in second at 8.5% 
2.

density for the three subgroups, tapering as it reached 
the temporal area.

areas in all Asian subgroups.

(Detailed data sheets can be obtained by emailing the 
author.)
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Is the future of scarless 
surgery on the horizon?

Plikus, M.V. et al. Regeneration of 
fat cells from myofibroblasts during 
wound healing. Science. 2017; 
355(6326):748-751.

To date, the basic teaching of wound healing and surgery 
has been simple: any time an incision is made deep enough 
into the skin, a scar will form. Scar formation, in part, is due 

incapable of becoming any other cell type. New research in 
-

Literature Review

aged to become another cell type during wound healing, 
and the possibility of a scar could therefore be bypassed. 

That other cell type is an adipocyte. The research showed 
that hair follicles in healing wounds secrete a protein known 
as bone morphogenic protein, or BMP. BMP could in turn 

wound healing with adipocytes was shown to progress in a 
scarless manner.

Comment: -
tential “paradigm shift” in the way we think about scars. The 
potential exists to help wounds heal without scar formation. 
More studies are needed to determine how to routinely 
make this happen in human skin. 

Are higher doses of minoxidil effective in female 
non-responders?

McCoy, J., et al. Minoxidil dose response study in female 
pattern hair loss patients determined to be non-responders 
to 5% topical minoxidil. J Biol Regul Homeost Agents. 
2016(Oct-Dec); 30 (4):1153-1155.

Minoxidil is FDA approved at a concentration of 5%. Stud-
ies in individuals with FPHL have shown that minoxidil helps 
30-40% of women. The minoxidil sulfotransferase assay may 
help predict individuals who might not respond to minoxidil. 

A study was undertaken to determine if FPHL subjects with 
low minoxidil sulfotransferase activity who were non-re-

15% topical minoxidil solution. By 12 weeks, 60% of subjects 

photographic assessment. None of the subjects using 15% 

any other adverse events. 
Comment:

subjects who fail to respond to 5% minoxidil. The long-term 

minoxidil require further study.  

FPHL: Associations with Cardiovascular Risk and 
Aging

Noordam, R., et al. Both low circulating insulin-like growth 
factor-1 and high-density lipoprotein cholesterol are associated 
with hair loss in middle-aged women. Br J Dermatol. 2016(Oct); 
175(4):728-734.

The pathogenesis of female pattern hair loss (FPHL) 
remains incompletely understood. In general, FPHL is 
believed to have both overlapping and distinct mechanisms 
from classic male pattern balding. 

Noordam and colleagues set out to investigate the as-
sociations between markers of cardiovascular disease risk 
(namely serum lipid levels and hypertension) and aging 
(namely 25-hydroxy-vitamin D and insulin-like growth factor 
[IGF]) with hair loss in a group of 322 middle-aged women. 

Lower levels of HDL cholesterol and lower levels of IGF-1 
were independently associated with more advanced FPHL. 
Interestingly, neither HDL cholesterol nor IGF-1 was associ-
ated with baldness in men, indicating that these are unique 
risk factors for hair loss in women. 

The association between IGF-1 and hair loss raises new 
questions as to whether FPHL is associated with greater 
risks for skin aging and perhaps general aging and longevity 
in general. The authors had shown earlier that high levels 
of IGF-1 were associated with a lower degree of skin wrin-
kling and a lower degree of skin pigmentation—markers of 
skin aging.

Comment:
and to show that advanced FPHL is associated with addi-
tional biomarkers of aging and longevity.  

Jeff Donovan, MD, PhD, FISHRS I Toronto, Ontario, Canada I donovan.jeffrey@gmail.com
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The Curious Case of the Impossible FUE

Marco N. Barusco, MD, FISHRS I Port Orange, Florida, USA I drbarusco@tempushair.com

This is a patient I saw in my 
practice a few months ago. 
I believe that it provides a 

procedures have become more and more popular among 

experienced and neophyte hair transplant surgeons alike. 
The main point of this case report is to call attention to the 
fact that we must always be on the lookout for rare clinical 
presentations, and be humble enough to know when to 
abort the procedure to prevent more harm to the patient.

CASE PRESENTATION
A 59-year-old healthy male presented for consultation at 

reshape his anterior hairline and add more density to his 
midscalp. He had no concerns with the crown, as he has had 
a bald spot there for many years and did not care about it.

During the consultation, an extensive history of present 
illness, review of systems, review of past surgical procedures 
and complications, and review of family history were 
performed. They all failed to elicit any problems or potential 

not on prescription medications, and had never had any 
surgical procedures, large or small. There was no mention 
of increased bruising or other bleeding abnormalities. His 
family history was positive for idiopathic hypertension 

had been recently evaluated by his primary care physician 
during his annual physical exam and everything was 
normal. He noted he maintained a healthy diet, worked as a 
construction contractor, and exercised regularly. 

during his 30s, with progressive, but slow, evolution. Over the 
past few years, he had noticed that his anterior hairline started 
to recede, and the hair in his midscalp and bridge areas had 
become thinner. This was typical for his paternal side of the 
family, with his father and paternal grandfather having the 
same pattern of loss. He stated that the current state of his 
hair loss had not changed in the past 10 years since he started 

and prefers not to take any prescription medication. 
Examination did not 

reveal any physical 
abnormalities. Clinical 
exam was normal. 
Scalp exam revealed a 
Norwood V distribution 
of male pattern hair loss, 
with anterior hairline 
recession, miniaturization 
on the midscalp, and 
bridge and crown loss 
(Figures 1 and 2). His 
skin exam was normal, 

e
with no lesions or other 
abnormalities found. 
His donor scalp showed 
medium-caliber hair, 
mostly gray, with a 
density of 80 follicular 
units (FUs) per square 
centimeter of scalp in 
his occipital area and 

2 over the 
temples and parietal 
areas. Scalp was 
somewhat hyperelastic, 

measurement of 
approximately 25% 
elasticity (Figure 3).

EVALUATION & PLAN
After evaluating his hair 

loss, it was decided that 

from a hair transplant 
procedure of 1,800-
2,000 grafts to re-create a 
conservative hairline and 
to increase density in his 
midscalp (Figure 4). Since 
he was not concerned 
with the crown, that area 
would not be addressed 
surgically. Medical 
therapy was discussed, 
including continuing 
with minoxidil, adding 

refused to do), low level 
laser therapy, and platelet-rich plasma (PRP).

Both strip and FUE were discussed for donor harvesting, 
and the patient preferred the FUE technique, so that he 
could continue to keep his hair short after the surgery. The 
procedure was scheduled and the patient went through our 
routine preoperative protocol.

FIGURE 1. Top view

FIGURE 2. Crown

FIGURE 3. Donor area

FIGURE 4. Planned hairline
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SURGICAL INTERVENTION
On the day of the procedure, a pre-op consultation was 

done and the patient signed all forms, including informed 
consent for the FUE procedure that was planned. We 
reviewed and marked the areas to be treated (Figure 4). After 

zone with lidocaine and epinephrine, we prepared to start 
extracting the follicular units.

My personal routine involves administering tumescence to 
the donor area that is to be harvested. After careful exam of 
a patient’s hair caliber and density, I select the FUE punch 
that I think will be more adequate, changing if necessary. In 
this case, due to the gray hairs, I opted to start with a dull 
punch of an internal diameter of 0.9mm. I normally have an 
arsenal of different punches, including dull and sharp ones 
from various manufacturers, and of various sizes (ranging 
from 0.8-1.0mm of internal diameter). It is not uncommon 
for me to try different punches on the same patient, until 

scalp characteristics.
But this case was to be different... 
With the dull punch, I noticed that the punch would not 

engage properly. As it spun on the skin, the skin would 
wrap around the punch, causing the graft to cap. Even with 
counter-traction on the skin and with different rotation 
speeds, the results were the same. I then tried a dull punch 
with the hexagonal geometry, and had the same problem. 
I tried to gently sharpen the dull punch—which normally 

the punch would grab the graft and remove it, causing me to 
have to stop to unclog the punch often. Different diameter 
punches caused no difference. Many of the grafts were 
capped, buried, or transected (all told, an average of 60-70% 
of them had one or more of these problems).

My next option was the sharp punches. With the sharp 
punches (I tried various types and diameters), the skin would 
not wrap around the punch as much, but the pressure of the 
punch on the skin would cause it to cut right through the 
hair, causing complete transection. When a good cylindrical 
cut was obtained, as soon as the top was grasped by the 
forceps to remove it, the top of the graft would break off. 

I tried different angles of attack, different rotation speeds, 
different rotational direction (clockwise, counter-clockwise 
and oscillating), sharp punches, dull punches, and different 
diameter punches; nothing made much difference. Between 
complete transection, partial transection, burying, and 
capping, over 70% of the grafts had problems (Figure 5). 
I do not have an ARTAS® device, but I doubt that it would 
have mattered. Bleeding was also a bit more pronounced 
than what I normally see.

After 3 hours, 
I had only 
made about 
200 incisions in 
different areas 
of the scalp 
(Figure 6). I 
then decided 
to abort the 
procedure. I 
felt that I was 
causing a lot 
of potential 
trauma to the 
patient’s scalp, for little to no return. Since the patient had 
explicitly mentioned that he did not want a strip procedure, 
we simply stopped everything and waited until he woke 
up from sedation. Once the patient was back to normal, 
the situation was explained to him, his money returned in 
full, and the few grafts we could harvest successfully were 
placed in his midscalp, in between his existing hairs.

The patient had an uneventful post-op recovery and no 
abnormal scarring was seen. As of this writing, it is too early 
to gauge the growth of the few grafts we harvested. 

CONCLUSION
This patient was very intriguing to me. I had never heard 

of anyone mentioning a case such as this, and I had never 
experienced this situation in any of the many FUE surgeries 
I have performed. Sure, some FUE procedures are more 

So, I set out to do a literature review on the possible skin 
conditions that could cause this problem. In my mind, I 
kept thinking of Ehlers-Danlos Syndrome, but this patient 
did not have any of the classical signs and symptoms of it 

vessel abnormalities, etc.). The only sign he presented was 

Mayer-Pauls measurements of the donor area before surgery.
But with a more detailed literature review, I remembered 

that Ehlers-Danlos Syndrome has 6 main types, each 
with its own set of clinical presentations.1-3 One of them, 
known as Type 6, or Dermatosparaxis, displays only a few 
skin abnormalities. Per the literature, this type is very rare 
and these individuals may go their entire lives without 
knowing they have a problem. In these patients, the only 
features may be overly elastic, fragile skin, and a tendency 
for bruising. Scars are not atrophic in these patients, and 
healing is usually not impaired. 

The patient has refused to have genetic testing done 
for Ehlers-Danlos Syndrome, although a skin biopsy is 
not completely out of the realm of possibility for him. In 
retrospect, I should have kept a few of the grafts and sent 
them for pathology examination. 

So, as of the writing of this article, I do not have a formal 

Overall, I thought this is an interesting case because it 
brings to light the fact that sometimes we face rare, unforeseen 
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situations. Had I done a strip procedure on this patient, more 
than likely I would have faced scarring problems; maybe even 
poor growth of the grafts. So, it was a blessing in disguise that 
the patient was adamant about doing an FUE procedure. 

In the end, our goal is to provide the patient with a safe 
procedure and great results. Sometimes, however, this is not 
possible no matter what we do. 
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Cyberspace Chat
Robin Unger, MD I New York, New York, USA I drrobinunger@yahoo.com

e

Postoperative Care and Evaluation
The latest discussion that I 

thought was worth sharing was 
a discussion regarding the post-
operative care of patients and 
techniques to reduce infection or 

complications. Different surgical techniques often warrant 
a change in thinking about the postoperative period to 
optimize healing. Off-line, during a discussion with Marcelo 
Pitchon regarding postoperative care of long hair transplan-
tation, I realized this is yet another technique that could in-

spray the recipient area with distilled or mineral water, and 
the liquid travels down the hair to the scalp. The recipient 
area is almost undetectable within a few days or less. 

Some doctors describe their protocols to reduce the 
chance of infection, others the possibility of producing scars 
that have a more normal texture, and others their approach 
to potentially help with regeneration. This also evolved into 
a discussion of how to objectively evaluate the results of any 
protocol.

Ray Konior asked:
Is anyone using ACell®

products on FUE extraction sites? If so, have you seen any-

Any thoughts on PRP as a means of improving the donor 
area? 

Finally, what thoughts does the group have regarding dress-
ing the donor area, i.e., open (dry) versus moist (occluded)? I 
wonder what potential insult the exposed cellular population 
within the extraction sites may be experiencing from an open 
(dry) regimen.

Jerry Cooley gave a very thoughtful response:
I have used ACell in my FUE extraction sites for almost 

seven years. The initial small studies I did and presented 

and increases the chance of follicle regeneration if follicle 
components are present (i.e., transections). Unlike John 
Cole, I haven’t seen any evidence that anything will promote 
regeneration in an FUE site where the entire FU is cleanly 
removed without transection. 

Generally, I just inject ACell suspension, and usually PRP 
too, after FUE harvesting is done. You would think that it 
might just shoot out of the FUE holes, but that doesn’t hap-

I’ll use about 7cc for the top of the head (recipient sites and 
miniaturizing areas) and 3cc for the FUE sites. I believe that 
there is a palpable difference in ACell vs. non-ACell treated 
donor. I routinely see patients who have had FUE at other 
clinics (even the best) where I can palpate the donor and feel 

You only inject 0.05cc every couple square centimeter or 
so. It diffuses and spreads out.

In answer to your second question, I am in the “wet” heal-
ing camp. We place some gauze over the FUE sites, then 
saran wrap, then a loose coban (self-adherent wrap made 
of a porous, non-woven polyester material). They spray ATP 
on the top, grafted area, and around the superior border of 

hours, they take it off and spray it but leave it open.
 
Robin Unger responded with thoughts on PRP:

-
stitutional review board). It has been a long time in progress, 
partially because I still hadn’t decided upon a good objec-
tive evaluation. I think I have a good approach: I have part-
nered with a dermatologist who works at Mt. Sinai and will 
perform OCT (Optical Coherence Tomography) to evaluate, 

dermal and epidermal thickness, etc. Hope this will provide 

prove to be a new tool for assessing the various characteris-
tics of growth and evaluating parameters in hair studies.

Jerry Cooley replied to additional questions regarding best 
practices to prevent contamination in surgery:

We have always put antibacterial preservative in our ATP 
spray. While sterilizing the bottle or rinsing it with alcohol 
are good ideas to ensure a clean spray bottle, you still put 
the ATP into it through non-sterile means. We add 5 drops 

this is made up fresh after the surgery to give to the patient.
If you are thinking about adding something else to the 

ATP spray, I recommend checking with Bill Ehringer (Energy 
Delivery Sytems) because you have to be very careful not to 
put in something that disrupts the lipid vesicles.

I gave up the routine use of post-op antibiotics a while 
ago. I have not seen any increase in infections, thankfully. 
Also, I’ve gotten rid of using mupirocin ointment on the 
sutures (so messy) and switched to an antibacterial spray 
containing Microcyn® (hypochlorous acid hydrogel). This 
is a pretty cool compound as it has broad antimicrobial 
coverage and is much nicer for the patient to use on FUT 
and FUE donor than ointment, in my opinion. Microcyn is in 
an approved dermatologic product called Alevicyn® (sodium 
chloride, sodium sulfate, monobasic sodium phosphate, 
hypochlorous acid, water), which comes as a spray or gel. It 
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has antipruritic qualities as well. So, if you prefer prescribing 
something, you can prescribe Alevicyn. We order the 
Microcyn in large quantities and dispense it ourselves for 
the patient. So far so good, but I suppose it will take a full 
year to be sure this has been a good decision.

Jerry Cooley added further comment on the GSE:
I had read in the past about changing formulations of GSE; 

however, I’ve used it for several years and haven’t noticed 
any variation and it seems to work. It is used at extremely 
diluted concentrations here. It is also packaged in skin 
creams and nasal sprays, so I don’t think there’s anything to 
worry about. I’m sure I’ve used it in over a thousand patients 
by now, and have not seen any problems.

Regarding the science, you can search on pub med, but 
see the following abstract:

 Heggers, J.P., et al. The effectiveness of processed grape-
fruit-seed extract as an antibacterial agent: II. Mechanism 
of action and in vitro toxicity. J Altern Complement Med. 
2002(Jun); 8(3):333-40. 

Bob Haber added his questions and input regarding donor 
area care and decontamination of spray bottles:

What’s the science behind grapefruit seed extract? It 
doesn’t appear to be a medical product, and the reviews 
mention the formula changing. That would make me nervous 
about adding it to the ATP and applying it to an open wound.

For the donor, I now just recommend petroleum jelly. 
Still messy, but no antibiotics, which the AAD recommends 
against in the absence of actual infection. 

Here is the protocol for decontamination of spray bottles:
1.  Fill bottles to the rim with 70% alcohol, replace top 

and spray several times to get the alcohol in the spray 
head.

2.  Let stand with alcohol for 30 minutes.
3.  Pour out the alcohol and rinse out with sterile water to 

clean the bottle and purge the spray head. (Rinse with 
sterile water twice to ensure all the alcohol has been 
removed)

4.  Let bottles air dry on a towel, then replace spray heads 
and put into baggie labeled “Decontaminated.”

 
Bob True responded:

and intraoperatively. It has such a great kill rate and is not cy-
totoxic—it can even be used inside wounds. I use Aquaphor® 

minimizes crust formation. 

James Vogel added:
Not sure I remember the product you are referring to, 

but I currently use bacitracin ointment–laden gauze on the 
stitched donor incision or applied directly to the FUE sites as 
an occlusion overnight. In the morning, the donor areas are 
all treated open with daily washing and bacitracin appli-
cations used until wounds are healed. Lately, I have been 
giving doxycycline p.o. for a week to reduce folliculitis and 
redness, which was plaguing me for a while. I am also using 
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Hair’s the Question
Sara Wasserbauer, MD, FISHRS I Walnut Creek, California, USA I 
drwasserbauer@californiahairsurgeon.com

*The questions presented by the author are not taken from the ABHRS item pool and accordingly will 
not be found on the ABHRS Certifying Examination.

transplant can be a game of num-
bers, and knowing the relation-

ships between the numbers of grafts you can transplant and 
the goals of the patient can save pain and heartache. 

NOTE: Even if you predominantly perform either FUE or lin-
ear excision in your practice, YOU CAN STILL DO THESE CAL-

calculators (or do it in your head the way Drs. Brad Wolf and 
Andreas Finner do) and see how well you know the numbers.

e
Calculations in Hair Transplant Surgery: Part I 
1. You have excised a strip of 24cm with an average width 

2, how 
many grafts do you anticipate being able to transplant?
A.  1,600-1,900 C.  2,200-2,500
B.  1,900-2,200 D.  2,500+ grafts

2, how many 
square centimeters do you anticipate being able to cover 
for this patient?
A.  45-54 cm2 C.  62-71 cm2

B.  54-62 cm2 D.  71+ cm2

3. With a skin marker, you place two dots 5cm apart on your 
patient’s shaved donor area. Using your thumbs, you push 
the skin together and re-measure the distance between 
the dots. The distance is now 3.5cm. What is this patient’s 
elasticity according to the Mayer-Pauls Elasticity Scale? 
(HINT: The formula is [50mm – x
A.  10%  C.  25%
B.  15%  D.  30%

Questions 4 and 5 relate to 
this photo (with much thanks 
to former ISHRS president Dr. 
Jennifer Martinick and Dr. Paco 
Jimenez for chairing the Top 10 
Clinical Pearls Workshop in Kuala 

4. If you have a string 40cm long and you tie the ends to-
gether, approximately how many square centimeters will 
be covered inside its boundaries no matter which shape 
you make it? 
A.  40cm2  C.  200cm2

B.  100cm2  D.  400cm2

5. If you use this same string to show a patient how much 
area you can cover on his or her head, and assume you 

2, approximately how many 

what shape you make it?
A.  250 FU grafts  C.  2,500 FU grafts
B.  1,250 FU grafts D.  4,000 FU grafts

6. You are preparing to perform an FUE surgery on a 
34-year-old patient with Stage IV Norwood male pattern 
hair loss. His safe donor area is 8cm high and 20cm 

2. Assuming you harvest 15% of the 
available FU grafts with no transections, what is your 
expected yield?
A. 1,206 grafts
B. 2,160 grafts
C. 3,060-4,600 grafts
D. 14,400 grafts

the whole top of his head (300cm2) with grafts. He has 
2, but 

2 can be accomplished. His safe 
donor area is 8cm high, 20cm wide, and his density is 

2 (20% elasticity). Roughly, how many grafts 
can safely be obtained from his safe scalp donor area 
only using the FUE and linear “strip” methods?
A. 1,000 from FUE and 10,000 from linear
B. 3,000 from FUE and 1,000 from linear
C. 4,320 from FUE (30% of available FUs) and 2,160 from 

linear (1.2cm × 20cm strip)
D. 2,160 from FUE (15% of available FUs) and 2,160 from 

linear (1.2cm × 20cm strip)

8. For the patient in the previous question, assuming a 
2 is the absolute 

minimum density goal, how do you counsel this patient?
A. We have a surgery date open this week as long as you 

pay in cash.
B. We may only be able to partially meet your goals, and 

it may take more than one surgery.
C. You goals are completely unrealistic and there is no 

hope for you.
D. I don’t know. I am just skipping to read the answer…
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Answers
1. B. This is a simple area × density calculation:

2

 The cm2 cancel and you are left with the number of FUs 
= 2,016.

2. B. The formula is: 
2

   The FU cancel and you are left with the number of cm2 
= 57.6. 

3. D. You should be able to do this one in your sleep. If 
you perform either technique (FUE or linear) but have 
not been taught the basics of the Mayer-Pauls elastic-
ity scale, do yourself a favor and look it up. For lin-
ear “strip” harvests, it gives you guidelines about the 
dimensions of a strip you can take, and if you do FUE, 
it helps you anticipate the degree to which the skin 
will be stable for extraction. The technique takes a few 
seconds, and you will have invaluable data on each of 
your patients that will help you make the right decisions 
for your surgical technique: Mayer, M.L., and T. Pauls. 
Scalp Elasticity Scale. Hair Transplant Forum Int’l. 2005; 
15(4):42-45.

4. B. Imagine the string is in a square shape and 10cm long 
on each side. Then the formula for the area of a square 
is simply 10cm × 10cm = 100cm2. This is a particularly 
useful technique for showing patients a visual represen-
tation of the concept of coverage.

5. C. 2 × 100cm2 = 2,500 FUs. Again, this is a 
particularly useful technique for showing patients a 
visual representation of the concept of coverage. Just get 

6. B. I threw a few red herrings in to confuse people, 
because I didn’t want readers to get bored. Here’s the 
calculation:

2 = 14,400 FUs
 15% of 14,400 = 2,160 FUs 
7. D. -

culation:
 For FUE:    (8cm × 20cm) × 15% = 2,160 

2 = 2,160 
    Since 4,320 grafts (30%) from a safe donor area would 

likely leave a sparse appearance, C is incorrect. A and B 
are random numbers plucked from the air, and are not 
based on any calculation that I know of. One last point 
is that, when discussing graft densities with a patient 
like this, it may be useful to ignore their graft density 
goal number initially, and just calculate what is possible. 
Then show your patient the numbers. 

8. B. If the patient has 300cm2 of area that he wants to cover, 
2, the calculation is:

 300cm2 2 = 7,500 FU grafts
    Although 7,500 grafts may be achievable, it is more 

likely over more than one surgery in order to minimize 
risk and maximize healing. Readers who answered D get 
an extra point just for being honest. 
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The ISHRS Is Turning 
25: A Look Back to 
Where It All Began

Happy 25th 
ISHRS! 

Dow B. Stough, MD I 
Hot Springs, Arkansas, USA

The timing was perfect. It was a 

interest to draw like-minded indi-
viduals from around the world. The 

was held April 30–May 2, 1993, in 
Dallas, Texas. The excitement was 
palpable, as many of those present 
recognized the start of something 
“big.” Dr. O’Tar Norwood and 
I joined forces to assemble the 
program, and I felt strongly that 
the content of a written program 
was key for this meeting's success. The meeting directors 
were Drs. Sheldon Kabaker, O’Tar Norwood, Daniel Rousso, 
and me. Not all were thrilled with our idea. Other, larger so-

surgeons in past meetings—how dare we form our own, 

-
viduals—a mixture of specialists, cowboys, technicians, 
and yahoos—traveled from around the globe to attend the 
event, and they embraced this new society wholeheartedly. 

-

At that initial gathering, $260,000 was generously donated 
towards the formation of the International Society of Hair 
Restoration Surgery. Perhaps an even more telling appraisal 

remain ardent supporters to this day. Of course, some 
surgeons and technicians have moved on or passed on, but 
on the whole, we remain a close-knit group dedicated to 

past 25 years have not been without challenges—changing 
techniques and the clash of personalities, to name a few. 
Separatist movements based on these small differences are 
inevitable and have occurred. However, through it all, we 
are strong and will continue to remain so in the future. The 
heartbeat of the ISHRS continues to be its members and their 
constant dedication to excellence and the advancement of 

The accolades of the past 25 years 
rest among our attendees, our Board of 
Directors, our meeting organizers, our 
past presidents, and the original vision 
of the 300 individuals who gathered 
on April 30, 1993. We must not forget 
Victoria Ceh, who has continued to pilot 
the ship, and we thank her for her hard 
work, skill, and dedication.

The ISHRS: Its 
Evolution and 
Foundation
Richard C. Shiell, MBBS I 
Melbourne, Australia

Hair transplant meetings had been oc-

by D. Bluford Stough III, was held in Hot Spring, Arkansas, in 
1974. The meetings were generally sponsored by the Ameri-
can Society of Dermatologic Surgery, American Academy of 
Aesthetic and Restorative Surgery, the American Academy of 
Facial Plastic and Reconstructive Surgery, or the American 

members, and although experienced outsiders were toler-
ated, they had no vote in proceedings, such as the election 

In October 1992, a private hair transplant meeting was 
sponsored in Rio de Janeiro by plastic surgeon Dr. Wagner de 
Morares with an invited international faculty from all branches 
of the profession. Hair surgeons arrived from the United States, 
Canada, Mexico, Australia, the United Kingdom, Austria, Ger-
many, and several South American countries. There was simul-
taneous translation from English into Portuguese, live surgery 
in three operating rooms, and a wonderful social program.

Many attendees had already been thinking of the need 
for an international society. The previous month, September 

May 1993 by Drs. Dowling Stough, Sheldon Kabaker, O’Tar 
Norwood, and Daniel Rousso. It was an idea whose time 
had come and was very well attended by surgeons from the 
United States and Canada, Australia, Japan, South Korea, Pa-
kistan, Thailand, Brazil, France, Austria, and Germany. They 
came from a mixed background, primarily dermatologists, 
plastic surgeons, and otolaryngologists, but also anaestheolo-
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gists, cardiologists, 
a psychiatrist, a 
urologist, and a 
goodly proportion 
of family physicians.

On the preceding 
afternoon, April, 
29, 1993, a group 
of some 20 invited 
hair transplant 
surgeons met in a 
board room at the 
Grand Kempinski 
Hotel in Dallas, 
Texas. During a 
two-hour meet-

be known as the “International Society of Hair Surgeons.” 
Membership was to be open to all registered medical prac-
titioners with an interest in hair transplantation. The aim of 
the society was to be the education of its members. A com-
mittee of American and international surgeons was elected 
and set about the task of drafting a constitution, bylaws, and 
a schedule of future meetings.

With Dr. Dowling Stough as our new president and Dr. 
Paul Straub as vice president, we opened the scheduled 

few weeks, the committee had changed the society’s name 
to the International Society of Hair Restoration Surgery 
(ISHRS), and our next meeting was set for September 1994 
in Toronto, Ontario, Canada.

With the Annual Meetings of the ISHRS, the irregular 
meetings of the other organizations became fewer and even-
tually ceased altogether by the late 1990s.

Bringing Back Happy 
Memories—ISHRS 25
Daniel E. Rousso, MD, FISHRS I Birmingham, Alabama, USA

When Bradley Wolf recently contacted me to ask if I 
would write something commemorating the 25th anniver-

believe that it has been 25 years since we started this orga-
nization. Even though I have been getting excited about the 
meeting in Prague, it didn’t really sink in that it has been a 
quarter of a century since the inception of the ISHRS. When 

happy memories. 
Prior to the ISHRS, most of the education in hair restora-

tion surgery was conducted by the American Academy of 
Facial Plastic and Reconstructive Surgery (AAFPRS). Histor-
ically, the AAFPRS held six “major” courses on various top-
ics, one of those topics being hair restoration surgery. Some 
of the meetings were held annually and some were held 
every other year. The hair restoration surgery meeting was 
typically held every other year, because at that time, there 

was not enough 
interest in hair res-
toration surgery to 
support an annual 
meeting. In 1990, 
I was fortunate to 
be able to host one 
of those AAFPRS-
sponsored hair 
restoration surgery 
meetings in Bir-
mingham, Alabama. 
I remember the 

meeting in Birming-
ham because my 

The meeting was relatively successful—the attendance was 
about 150 people. Two years after that meeting, in 1992, Drs. 
Toby Mayer and Richard Fleming hosted the next AAFPRS-
sponsored hair restoration meeting in Beverly Hills, Califor-
nia. (I was slated to again host the next AAFPRS hair meeting 
in Birmingham in 1994.) At that 1992 meeting in Beverly 
Hills, it became very obvious that there was a change in the 
interest level in hair restoration surgery compared to prior 
years. There were over 400 people at this meeting, and there 

Things were changing. You could just feel it. 
Sometime after that meeting, I got a phone call from Dr. 

Dow Stough. He and Dr. O’Tar Norwood had been thinking 
about starting a new, independent society dedicated exclu-
sively to hair restoration surgery. He wanted me to help him 

organized and run the hair meeting in Birmingham in 1990, 
he wanted me to help him organize a meeting of this new 
society to be held in Dallas, Texas, in 1993. Of course, I was 
concerned about another competing hair meeting, but I was 
very excited about the idea of this new society, and wanted to 
help Dow and O’Tar as much as possible. We enlisted the help 
of Dr. Shelly Kabaker and, with that, we were off and running. 
I remember a lot of discussion about deciding the name of this 
new society and deliberating about its leadership. After a great 
deal of discussion, the initial name for the new society was the 

were: Dr. Dow Stough, President; Dr. Paul Straub, Vice Presi-
dent; Dr. O’Tar Norwood, Secretary, and Dr. Robert Leonard, 
Treasurer. The initial Board of Directors included: Drs. Dow 
Stough, O’Tar Norwood, Paul Straub, Dominic Brandy, Daniel 
Rousso, James Vogel, Patrick Quinlan, Sheldon Kabaker, Rob-
ert Leonard, Russell Knudsen, and Marc Pomerantz. 

Of course, we eventually changed the name of our 
society. I ultimately was the director of another AAFPRS-
sponsored hair meeting in Birmingham in 1994. While that 
meeting was very successful, the writing was on the wall. 
The ISHRS had been born and would continue to dominate 
as the preeminent organization for teaching and represent-
ing hair restoration surgeons worldwide. I am proud to have 
been part of that initial meeting and to have continued to 

 CONTINUED FROM PAGE 73

 Bob Limmer, Sajjad Khan, Martin Unger, Tom Rosanelli, Mario Marzola, Patrick Quinlan, 
Dow Stough, Russell Knudsen, O’Tar Norwood, Michael Meshkin, Catello Balsamo, Robert Leonard, 
Paul Straub, Sheldon Kabaker. Kneeling: Daniel Rousso, Richard Shiell (photo from Hair Transplant 
Forum Int’l, 1993; 3(3):11.)
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ERTIP MEDICAL PRODUCTS

For more details about our instruments, call us at +90 212 210 3220 & GSM +90 507765 6095 or 
visit our website at . 

 
 
 

Check out

our full product 

line online!

play a part in the growth and success of the ISHRS these 
past 25 years. It was my honor to serve as president of the 
ISHRS from 1999–2000. I have made friendships in all cor-
ners of the world because of my association with the ISHRS. 
This organization has been like my family and I look forward 

THE ROAD TO DALLAS 1993
Russell Knudsen, MBBS, FISHRS I Sydney, Australia

In September 1992, Dr. Dow Stough wrote an open letter 
in Dr. O’Tar Norwood’s Hair Transplant Forum International 
newsletter calling for expressions of interest in forming an 
international society for hair transplant physicians. As presi-
dent of the Australasian Society of Hair Transplant Surgeons, 
I wrote to Dow to express our support for the idea and our 
desire to be involved.

I was subsequently invited to the meeting of an organizing 

meeting in Dallas in March 1993. The result of the meeting 
was the formation of the Founding Board of Governors of 
what was to become known as the International Society of 
Hair Restoration Surgery—the ISHRS—and I was privileged 
to be one of the 11 Board members. The meeting was a tre-
mendous success and was, at the time, the biggest meeting 
ever held of hair transplant surgeons from around the world.

Previously, the biggest meetings were the triennial World 
Congresses, the last of which also occurred in Dallas in 
1990. The ISHRS was formed to present high-quality an-
nual congresses and has continued to successfully do so to 
this day. Looking back at the program, it is very interesting 
to contrast the topics with today’s meetings. There were 
a lot of lectures dealing with such topics as scalp lifting, 

long gone to the dustbin of history. There was a call to 
arms from Dr. Bob Limmer to do the ENTIRE grafting by 

There was a single lecture devoted to assessment of the 

a contrast to today where nearly 50% of our program deals 
with donor harvesting (almost exclusively dealing with 
technical details regarding FUE). The meeting also had an 
outstanding social program where we were taught to do the 
Texas Two Step, lessons that I still recall today.

Remarkably, given the competing meetings that had pre-
viously each jealously guarded their own turf, we managed 
to largely avoid political missteps and within a couple of 
years we were able to harmoniously get almost every major 
transplant surgeon to join the ISHRS and to attend the meet-
ings regularly. That harmony has carried through to today, 
because the ISHRS has studiously avoided being hierarchical 
and has continuously promoted collegiality amongst mem-
bers from any and all specialty backgrounds. 
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1. What is the name of your association?
The name is Argentine Association 

of Hair Recovery (AARC).

2. When was it founded?
The AARC was founded on Decem-

ber 1, 2008, by Dr. Bruno Szyferman. 
Our goal is to unite concepts and 
professionals, and share experiences 
among colleagues.

3. Who were the founding members?
It was Dr. Bruno Szyferman, its founding president, 

together with Drs. Serén Juan Manuel, Scoles Gonzalo, 

Marcela, and Aimasso Sandra.

4. Do you have regular meetings, conferences, workshops?
We have held workshops, and also have held 3 con-

gresses, which had large numbers of participants both 
national and international.

The AARC currently consists of Secretary Romina Luengo, 
Dr. Szyferman Bruno, Dr. Calero Mariano, and Dr. Serén 
Juan Manuel in the academic part and Dr. Romina Bentolila 
in the Legal Affairs section.

6. How many hair professionals are there in your country
    and how many are members of your society?

It is estimated that there are around 100 professionals who 
dedicate themselves exclusively and daily to hair transplan-
tation and about 30 professionals who do it occasionally. Of 
these, about 30 doctors are members of the AARC.

7. Please list those who are members of the ISHRS.
Drs. Bruno Szyferman and Perisset Martin are members of 

the ISHRS. There are more Argentine members who belong 
to the ISHRS but who were not interested in being part of the 
AARC.

8. Is there a medical-political problem in your country?
There are no medical-political problems in my country. 

There is, however, unfair competition and lack of union be-
tween the companies offering hair transplant in my country.

9. Is advertising allowed and are there different rules for
    medical advertising?

Advertising is allowed and there is no clear regulation on 
the subject.

10. Has the general public embraced hair restoration or is it 
      still in its infancy?

In my country, it is a practice well known and popular-
ized, but I think that much is still to be grown.

11. Are most hair doctors busy?
No, not everyone is busy.

12. Is the surgery mostly FUT or FUE?
Historically, many more FUT surgeries were performed, 

but over the past 3 to 4 years the ratio has been reversed 
and nowadays FUE is practiced more.

13. Are robots used?
Only one company uses a robot.

14. Is anyone researching cell-based therapies?
There is a company that investigates cell therapies but it 

is not related to transplantation and hair treatments. It is a 
company of biologists who perform cellular therapies.

country?
In the city of Buenos Aires, which is the capital of the 

country, it seems more practices are performing hair restora-
tion surgery. 

16. When and where will the next meeting be scheduled?
The next scheduled meeting is estimated to be in Buenos 

Aires in November 2017.

17. What would you say are the strengths of your society?

team that strives for professionals to learn this specialty 
so that they can then provide excellent treatment to their 
patients.

18. What can the ISHRS do to help you?
The ISHRS could assist in the exchange of research pro-

grams and promotion of different courses and congresses 
related to the specialty. 

Argentine Association of Hair Recovery (AARC) 
Bruno A. Szyferman, MD I Capital Federal, Argentina I info@aarc.org.ar

Dr. Bruno A. Szyferman
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Congress of  
Italian Society for Hair Science

27-28 MAY 2017

CONTACTS:
e-mail: segreteria@sitri.it – info@sitri.it - vincenzogambino@vincenzogambino.com

 Venezia - NH Laguna Palace****
Viale Ancona, 2 

30172 Mestre Venezia - Italia
tel. +39 041 8296111

We are pleased to invite you to join us for this amazing event in Venice, Italy

VENUE
Venezia -  NH Laguna Palace****
Viale Ancona, 2 - 37172 – Mestre Venezia – Italia
Tel: +390418296111
REGISTRATION
The registration will be open from 1st December 
on the website: http://eventi.sitri.it/  -  www.sitri.it
ADMINISTRATIVE OFFICE
Italian Society for Hair Science
Via San Domenico, 107 -50133 – Firenze
Tel: +393338349750
SCIENTIFIC COMMITTEE
Andrea Marliani
Daniele Campo
Diego Bellomo
Elisabetta Bianchi
Fiorella Bini
Franco Buttafarro
Gaetano Agostinacchio
Marco Toscani
Michele Roberto
Paolo Gigli
Piero Tesauro
Roberto D’Ovidio
Vincenzo Gambino

Mark Your Calendar

The event’s program will be available on-line on the website:  http://eventi.sitri.it/ -  www.sitri.it 
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Message from the ISHRS 2017 World Congress 
Program Chair
Jean Devroye, MD, FISHRS I Brussels, Belgium I prague2017ishrs@gmail.com

Live Surgery Workshop and World 

As you know, the World Con-
gress will take place in Prague from 

October 4th till October 7th, 2017, while the World Live 
Surgery Workshop (LSW) will take place in Polanica Zdrój, 
Poland, on October 1st and 2nd.

2017 WORLD LSW CONGRESS SCHEDULE
Saturday/September 30 – Arrivals in Prague, transfers 

from Prague (Czech Republic) to Polanica Zdrój, (Poland) 
by bus or sign up for Pre-Trip Poland (Sept. 27-30, start in 
Krakow and end in Polanica Zdrój)—Basic Lectures Part I in 
late afternoon

Sunday/October 1 – LSW Day 1
Monday/October 2 – LSW Day 2
Tuesday/October 3 – Transfer day from Polanica Zdrój to 

Prague
Wednesday/October 4 – Pre-Congress Courses (Basics 

Skills Workshop, and Surgical Assistants Program, 
etc.)

Thursday/October 5 – First main day of general 
sessions, evening Welcome Reception

Friday/October 6 – Second main day of general 
sessions, evening M&M Conference

Saturday/October 7 – Third main day of general 
sessions and adjourn; evening Gala off site at the 
Municipal House

The abstract submission will be closed soon, and 
they are very promising for the quality of the next 
Congress. Moreover, a decision has already been 
made on the topics that will be debated. There will 
be, among others, the past, the present, and the fu-
ture of cell therapy. A large session of “How I do It” 
videos will also be organized. Particular attention 
will be paid to the posters. Some of the submitted 
topics will very likely be converted into posters. 
This year there will be a session for poster authors 
to defend their topic, and comments on the best 
ones will also be made during the general session.

Last year, the portion reserved for mini-courses 
for beginners or intermediate levels, workshops, 
lunch symposia, and discussion table topics was 
such a huge success that this next meeting will 
continue in this direction.

Among the featured invited guest speakers, 

who will present a very interesting topic regarding 

and Dr. Tom Dawson, who will approach a new type of 
medical treatment to liven up miniaturized hair.

New techniques, such as PRP, injection of A-cells, and the 

described.
As the FUE session will be largely developed in Polanica 

Zdrój at the World Live Surgery Workshop on the days pre-
ceding the Congress, the FUE session will essentially consist 
in a summary of the best moments and tips given during the 
workshop.

For FUE lovers, I warmly recommend you to reserve your 
seat for the LSW in Polanica Zdrój on October 1st and 2nd.

For assistants, remember we have a detailed Surgical 
Assistants Program, and this year’s chair is the wonderful 
Emina Vance.

I am delighted that you will all gather here in this won-
derful city of Prague to attend the big mass of hair trans-
plantation, marked with a sharing and conviviality spirit. 
And I am especially delighted to see that year after year, 
the search for quality continues to be the main purpose of 
our organisation. 

QUALITY and INNOVATION
The photos show the 

beautiful and iconic 
astronomical clock of Prague 
dating to 1410. It is the oldest, 
functioning astronomical 
clock in the world. It is a 
symbol of QUALITY. 

As in the clock, the 
World Congress will look at 
concepts and techniques—
ingenious and tried-and-
true—in a new and detailed 

way. Our emphasis is on INNOVATION, building on past experiences 

the timeless, unchanging “truth.”
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Message from the ISHRS 2017 World Live Surgery 
Workshop Chair
Arthur Tykocinski, MD, FISHRS I São Paulo, Brazil I arthur@cabelo.med.br

Message from the 2017 Surgical Assistants 
Program Chair
Emina Vance I Plano, Texas, USA I emina@hairtx.com

Isn’t it frustrating when you see 
so many different FUE devices, and 
you have no idea which one is “tai-
lored” for you? They may be heavy, 

You don’t have to wait any longer. At FUE Immersion WLSW, 
exhibits will not only be at the conference center, but also at 
the hospital. There, you can test and try the different instru-
ments being used by experienced surgeons, and take advantage 
of the personal, “hands-on experience” at the exhibit tables.

-
torised, analog to digital, hand-controlled to foot-controlled, 
portable, double handpiece, and more. You can examine 
and try all kinds of punches: sharp, dull, hybrid, serrated, 
with depth limit and new releases.

Once grafts are removed, they must be placed. Implanters 
will also be highlighted at the workshop. This workshop is 
not just lecture. There will be dialogue and debates, demon-
stration surgeries covering different techniques, and you will 
be able to try different models at the exhibit tables. Try them 
all: load, release, and change needles. 

The complete exhibit covers a wide range of products 
tailored for FUE. The only bad news is that it won’t be enough 
space for all interested members. I know, it’s terrible, but sadly 
we had to restrict the number of attendees in order to ensure 
maximum quality and the best possible learning experience. 

Sign up here for the “priority waiting list”: http://25than-
nual.com/25thannual/world-live-surgery-workshop/. 

We are excited to share that 
our Surgical Assistants Program 
and Surgical Assistants Core Skills 
Workshop have been redesigned to 
offer the highest educational value 

for novice and experienced surgical assistants and their em-
ploying physicians. 

The Surgical Assistants Core Skills Workshop will provide 
basic knowledge and help develop the essential skills for 
newcomers. The workshop will include lectures on hair anat-
omy and physiology, offer the basics of hair transplantation, 
and explore in-depth the techniques of graft preparation and 
placement. After the comprehensive lectures, students will 
be guided through several stations where they will have the 

opportunity for hands-on practice and to closely work with 
highly experienced faculty. 

This year, the Surgical Assistants Program will take place 
in the afternoon. We have made this adjustment to accom-
modate for late evening or early morning arrivals. The focus 
of the lectures is also shifting from basic to advanced topics. 
In addition, we are adding extra time to cover a variety of 
topics that will cater toward more experienced assistants. 

Every year I learn something new at the meeting, and I 
bring back many pearls that help improve our practice. I hope 
that these changes will inspire and encourage more physicians 
to bring their surgical assistants—novice and experienced—to 

 

Follicle units shown after FUE extraction.
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Audience Response System Review—Las Vegas 
Robert S. Haber, MD, FISHRS I Cleveland, Ohio, USA I HaberDerm@gmail.com

It is time for my annual review of the ARS data generated 
from the Annual Meeting, with data from the Las Vegas 
2016 ISHRS World Congress adding to data from prior years. 
This past year, I was given the job of ARS coordinator with 
the intention of standardizing the questions that are asked 
every year, and of eliminating duplicate questions from 
well-meaning moderators who had no advance knowledge 
of questions being asked elsewhere during the program. 
The ARS data can be very valuable, but if used carelessly, 
precious time during the meeting is wasted. I therefore 
standardized a series of demographic and practice questions 
that have been asked since 2011, so that moving forward, 

that the United States remains the location most represented 
at our meetings. However, this dominance decreased from 
40% in 2011 to only 30% in Las Vegas in 2016. Meanwhile, 
attendance from Mexico and Central and South America 
jumped during this time from just 8% to 20%, with the 
remainder of the world remaining fairly stable. The Mexico 
and Central and South America region represents a substan-
tial portion of the globe, and if meeting attendance is indica-
tive of the expertise and popularity of hair restoration, then 
I think it’s healthy to see this region achieve representation 
equal to Europe and Asia.

an increase in all the experience categories over 21 years, 
representing our older physicians. But other than the 11-15 
year category, all other categories have declined. These are 
our younger but experienced practitioners, so the trends are 
to me confusing.

Figure 4 reveals surgical caseload volume and shows that 
over 20% of attendees could be called “dabblers,” perform-
ing fewer than one procedure per week, while less than 15% 
of attendees run “high-volume” practices performing two or 
more daily procedures. The remainder mostly perform one 
procedure daily, and many likely do not limit their practice 
exclusively to hair restoration. 

The ARS data for Figure 5 included a data point not asked 
before. In prior years, attendees performing HT exclusively 
were bundled with those devoting at least 75% of their 

-
age of Dermatologists at the meeting dropped below that of 
Plastic Surgeons and Surgeons, and just barely above that of 

6 percentage points separate Dermatology from “Other.” 
What has happened to explain this trend? Our understand-
ing of the biology and physiology of hair, of structure and 
function, of disease processes and treatments, not to men-

of dermatology. I personally hope this trend reverses. 
Figure 3 shows the trend in experience over the years. The 

percentage of attendees with less than two years’ experi-

FIGURE 1

FIGURE 2

FIGURE 3

FIGURE 4

Meeting locations: 2011, Alaska; 2012 Bahamas; 2013, San Francisco; 2014, Kuala 
Lumpur; 2015, Chicago; 2016, Las Vegas
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FIGURE 6practice to hair. I thought it would be worthwhile to identify 
the former group. The data do indeed reveal that over 30%, 

-
terestingly, this year there were more “dabblers” than serious 
surgeons who have mixed practices. I look forward to seeing 
these data in the future.

strip procedures with FUE produce the most donor grafts, 
25% of surgeons will harvest over 30% of FUE grafts from 
outside the “safe zone,” and another 50% will harvest 10-
30% outside the safe zone. That means that at least 75% of 
FUE surgeons regularly harvest outside the safe zone. For 
comparison, in 2015, 68% of attendees stated that they did 
not violate the safe zone. It remains to be seen if this shift 

Finally, only 20% of attendees are currently using implant-
ers to place grafts, although this question did not distinguish 
between strip and FUE procedures. I suspect that this num-

I will continue to work with the Program Chair and modera-
tors to help make the ARS a valuable tool during the meeting. It 
is very helpful to get immediate feedback regarding one’s prac-
tice approach and how it compares to those of colleagues.  

 

Figure 6 revealed that in 2011, 36% of attendees per-
formed strip surgery exclusively. This number is now down 

improved instrumentation for FUE. Attendees were evenly 
divided between those who perform mostly FUE versus 

determined that 26% of attendees perform FUE exclusively. 
Importantly, ARS data also revealed that 75% of attend-

ees believe that FUE and strip surgery will happily coexist 
in the future. And notably, while 78% felt that combining 

FIGURE 5
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ISHRS Annual Giving Fund 2016 Year-End Report
Dear Colleagues:
I am proud to report that after 10 years the ISHRS Annual Giving Fund is still successfully raising funds to support 

worthwhile projects and initiatives. Each who donated has helped the ISHRS to realize its goals and provide valuable 

2016
To recap, while the ISHRS Annual Giving Fund did not meet its 2016 fundraising goal of $40,000, I want to personally 

thank all who contributed so generously this year making it possible for us to raise $33,350. Each of you has helped 
the ISHRS achieve many of its philanthropic and educational goals. 

The proceeds from the year’s Annual Giving Fund were used to support several projects and initiatives. Here is an 
example of what your gifts helped fund in 2016:

 Operation Restore Pro Bono Program: Since its inception in 2004, Operation Restore has provided $653,400 of 
free hair transplant services and expenses for ninety (90) patients suffering from hair loss due to disease or trauma. 
The program helps cover patients’ travel expenses related to their procedures. $6,700 in funding helped support 
our pro bono program.

 Cicatricial Alopecia Research: $10,050 in funding helped to support patients around the world suffering from scar-

access to support groups, patient-doctor conferences, and other valuable information. 
 Communications & Public Education, which includes website improvements and SEO: $6,700 in funding went 

toward the ISHRS website including SEO and other improvements.
 Support of Educational Offerings: $10,000 in funding helped create educational programs including regional 

workshops and online learning.

2017 GOALS
In 2017, we again hope to reach our $40,000 fundraising goal. We will be reaching out to old and new members 

asking them to carry the torch. It is my hope that many of you will be inspired by the important work that past donations 
have funded. Your 2016 donation will help continue to fund the Operation Restore Pro Bono Program, hair research, and 
additional public education via our www.ISHRS.org website. 

PLEASE CONSIDER DONATING. For those who have not yet contributed, it is easy to support the ISHRS’s Annual 
Giving Fund. If you choose to donate for 2017 or to make another multi-year pledge, please complete the online dona-
tion form by going to: http://www.ishrs.org/content/ishrs-annual-giving-fund. 

agf@ishrs.org with your credit 
card information, amount of donation, and number of pledge years. New donors will receive a lapel pin, and we ask 
you to wear it proudly at ISHRS meetings. Those who make a 2017 charitable contribution to the AGF at the Trustee or 
Leadership Circle levels will receive two complimentary tickets to the Gala in their Annual World Congress registration 
packets and will be acknowledged during the Gala Dinner Dance. 

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

Most sincerely,
John D.N. Gillespie, MD, FISHRS, Chair
ISHRS Annual Giving Fund 
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Thank You to Our Donors
2016 Donors 

The ISHRS gratefully acknowledges the generosity of the following individuals who have 
made donations to the Annual Giving Fund:

Trustee Circle: $2,000
Mark Bishara, MD
Mark S. DiStefano Sr., MD, FISHRS
Vincenzo Gambino, MD, FISHRS
John D.N. Gillespie, MD, FISHRS
Ken Washenik, MD, PhD, FISHRS
Sara Wasserbauer, MD, FISHRS
Kuniyoshi Yagyu, MD, FISHRS

Leadership Circle: $1,000
Michael L. Beehner, MD, FISHRS
Robert Bernstein, MD, FISHRS
Timothy P. Carman, MD, FISHRS
Glenn Charles, DO
Marcio Crisostomo, MD, MS, FISHRS
SungJoo Hwang, MD, PhD, FISHRS
Sharon Keene, MD, FISHRS
Samuel M. Lam, MD, FISHRS
Mario Marzola, MBBS
William Parsley, MD, FISHRS

Piero Tesauro, MD
Robert H. True, MD, MHP, FISHRS
Anastasios Vekris, MD
Kenneth Williams, Jr., DO, FISHRS
Georgios Zontos, MD, MSc, PhD

Supporter's Circle: $500
Marianella Arcelles, MD
Edwin S. Epstein, MD, FISHRS
James A. Harris, MD, FISHRS
Bobby Limmer, MD, FISHRS
Thitiwat Wirarojratchakul, MD
Wen Yi Wu, MD, FISHRS

Contributor’s Circle: $250
Ricardo Mejia, MD

Donations: <$250
David Magwenjere, MBBS
Osman T. Oguzoglu, MD
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Seeking Hair Transplant Physician and Technicians
Anderson Center for Hair in Atlanta, Georgia is looking for a full-time hair restoration physician, and full-time technicians. 

We are a state-of-the-art, brand-new boutique center. We perform one procedure per day, with emphasis on quality, ethics, 
and natural results…not quantity. On-the-job training available for physicians. Technicians will require experience, with 

Please email your résumé to: jobs@andersonhsc.com.

Hair Transplant Clinic/Business for Sale
Hair transplant clinic located in central New Jersey for sale. Clinic has been established for over 20 years; specializes in 

hair transplant only. Will train new buyer.
Phone: 1-908-380-5080 or email: tango5678@me.com.

ARTAS® System for Sale
Brand-new, state-of-the-art ARTAS robotic hair transplantation system for sale. ARTAS System includes: ARTAS hair 

studio, ARTAS robotic system, ARTAS
$280,000.00 US, however, we are willing to negotiate and accept reasonable offers. 

Please call Dr. AL-Saadon at 226-402-1084 or email . 

Seeking Hair Transplant Surgeon 
Los Angeles—Immediate Opening—Top Pay

Busy Los Angeles hair transplant practice is looking for an experienced hair transplant surgeon to join. 
Please contact jobs@calihairloss.com or 1-888-930-0554.

Seeking Hair Transplant Surgeon

FUE and FUT methods, be licensed to practice in Florida and willing to travel to our clinic 1-2 weeks per month.
Compensation: Dependent on experience.
Please call 855-855-4310 or email info@htof.us.

Seeking Hair Transplant Physician 
We are an established hair restoration clinic and we are looking to expand our practice. Currently we are looking for a 

Please contact us at sebastiang0325@gmail.com for further information.

FUE Physician Assistant Wanted —  $150K – $250K+ YR
RESTORE – endorsed by Brian Urlacher and multiple national athletes and celebrities.

RESTORE HAIR, specializing in FUE, has been endorsed by numerous celebrities and athletes over the past two years. We 

-

www.RestoreHair.com
Please send resume and cover letter to: HR@restorehair.com
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Calendar of Hair Restoration Surgery Events

ISHRS WORLD CONGRESS SCHEDULE

26TH WORLD CONGRESS 27TH WORLD CONGRESS 28TH WORLD CONGRESS

October 2018
USA

November 13-17, 2019
Bangkok I Thailand

October 21-25, 2020
Panama City I Panama

MAY 18-21, 2017 Dr. John Cole, Program Chair
john@forhair.com
Dr. Ozgur Oztan, Director
drozgur@hlc.com.tr

FUE Europe
Ankara, Turkey

FUE Europe
www.fue-europe.org
www.fueeurope2017.com

MAY 9-12, 2017 Dr. Pierre Bouhanna, Course Director 
sylvie.gaillard@upmc.fr

University Diploma of Scalp Pathology and Surgery
Paris, France

University of Paris VI 
Coordinators: P. Bouhanna, MD and M. Divaris, MD
www.hair-surgery-diploma-paris.com

OCT 20-22, 2017 drumar@dru.comISHRS Advanced FUE Workshop L.A.
Los Angeles, California, USA

International Society of Hair Restoration Surgery

MAY 20-21, 2017 kshrs@naver.com
Seoul, Korea

Korean Society of Hair Restoration Surgery (KSHRS)
www.kshrs.org

MAY 27-28, 2017 segreteria@sitri.it 
vincenzogambino@vincenzogambino.com

Venice, Italy

Italian Society for Hair Science
Hosted by Andrea Marliani, MD

OCT 31-NOV 3, 2017 wchr2017@congre.co.jp10th World Congress for Hair Research (WCHR2017)
Kyoto, Japan

The Society for Hair Science Research–Japan

*2017 meetings that qualify for the ISHRS member educational maintenance requirement

NOV 16-19, 2017 Hair Transplant 360 Cadaver Workshop & 
FUE Hands-On Workshop
St. Louis, Missouri, USA

Saint Louis University School of Medicine, Practical 
Anatomy & Surgical Education in collaboration with the 
International Society of Hair Restoration Surgery

Dr. Samuel L. Lam, Course Director
Emina Vance, Asst. Course Director

*

OCT 4-7, 2017 info@ishrs.org25th World Congress of the ISHRS
Prague, Czech Republic

International Society of Hair Restoration Surgery 
www.25thannual.org

*

APR 26-29, 2017 hvalariem@leavittmgt.com
1-321-594-5530

ISHRS Orlando Live Surgery Workshop
Orlando, Florida, USA

International Society of Hair Restoration Surgery 
www.ishrs.org

*

5thaahrs@gmail.com
Live Surgery Workshop
Bangkok, Thailand

Asian Association of Hair Restoration Surgeons (AAHRS)
www.aahrs.asia

MAR 31-APR 2

OCT 1-2, 2017 info@ishrs.orgISHRS World Live Surgery Workshop
Polanica Zdrój, Poland

International Society of Hair Restoration Surgery 
www.25thannual.org

*

DATES    EVENT/VENUE     SPONSORING ORGANIZATION(S)      CONTACT INFORMATION 

JULY 20-22, 2017 3rd Latin American Hair Transplant Workshop
FUE Workshop 2017
Asuncion, Paraguay

Paraguayan Society of Hair Restoration Surgery (SPACREC) 
and Paraguayan Society of Plastic & Reconstructive Surgery 
(SPACPRE)

REMINDER

ISHRS full Members and Fellow Members are required to 
attend 1 ISHRS-approved meeting every 3 years to maintain 
their member category.
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Bernard Nusbaum, MD
Editorial Guidelines for Submission and Acceptance 
of Articles for the Forum Publication

information with the purpose of progressing the art and science 

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

3. Articles submitted with the sole purpose of promotion or market-
ing will not be accepted.

4. Authors should acknowledge all funding sources that supported 

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

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

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

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

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

as separate attachments in JPEG or TIFF format. Be sure to attach 

in the document itself (other than to show placement within the 
article). 

11. Images should be sized no larger than 6 inches in width and 

(e.g., TrueFigure1).
12. Please include a contact email address to be published with your 

article.
Submission deadlines:

2016–17 Chairs of Committees
American Medical Association (AMA) House of Delegates (HOD) and
  Specialty & Service Society (SSS) Representative I Carlos J. Puig, DO, FISHRS
  (Delegate) I Paul T. Rose, MD, JD, FISHRS (Alternate Delegate)
Annual Giving Fund Chair I John D.N. Gillespie, MD, FISHRS

 I Jean Devroye, MD, FISHRS
Audit Committee I Robert H. True, MD, MPH, FISHRS
Bylaws and Ethics Committee I Gregory Williams, MBBS, FISHRS
Communications & Public Education Committee I 
  Ken Washenik, MD, PhD, FISHRS
CME Committee I Paul C. Cotterill, MD, FISHRS
Regional Workshops Subcommittee I Bessam K. Farjo, MBChB, FISHRS
Subcommittee Best Practices Project I Paul C. Cotterill, MD, FISHRS
Core Curriculum Committee I Anthony J. Mollura, MD
Fellowship Training Committee I Robert P. Niedbalski, DO, FISHRS
Finance Committee I Arthur Tykocinski, MD, FISHRS
FUE Advancement Committee I James A. Harris, MD, FISHRS
International Relations Committee I Bessam K. Farjo, MBChB, FISHRS
Membership Committee I Ken L. Williams, Jr., DO, FISHRS
Nominating Committee I Francisco Jimenez, MD, FISHRS
Past-Presidents Committee I Sharon A. Keene, MD, FISHRS
Pro Bono Committee I Edwin S. Epstein, MD, FISHRS

 I Carlos J. Puig, DO, FISHRS
Surgical Assistants Committee I Emina Vance
Surgical Assistants Awards Committee I Emina Vance
Ad Hoc Committee on Database of Transplantation Results on Patients
  with Cicatricial Alopecia I Jeff Donovan, MD, PhD, FISHRS
Ad Hoc Committee on Issues Pertaining to the Unlicensed Practice of 
  Medicine I Sharon A. Keene, MD, FISHRS
Ad Hoc Committee on PRP I Carlos J. Puig, DO, FISHRS
Ad Hoc Committee on Regulatory Issues I Paul T. Rose, MD, JD, FISHRS
Subcommittee on European Standards I Gregory Williams, MBBS, FISHRS

Task Force on Finasteride Adverse Event Controversies I 
  Edwin S. Epstein, MD, FISHRS

INTERNATIONAL SOCIETY OF HAIR RESTORATION SURGERY

Vision: To establish the ISHRS as a leading unbiased authority in medical and surgical hair restoration. 
Mission: To achieve excellence in medical and surgical outcomes by promoting member education, international collegiality, research, ethics, and public awareness. 

Global Council of Hair Restoration Surgery 
Societies
Membership proudly includes:
American Board of Hair Restoration Surgery
Asian Association of Hair Restoration Surgeons
Association of Hair Restoration Surgeons–India
Australasian Society of Hair Restoration Surgery
Brazilian Society of Hair Restoration Surgery (ABCRC)
British Association of Hair Restoration Surgery
French Hair Restoration Surgery Society
German Society of Hair Restoration Surgery
Hair Restoration Society of Pakistan
Hellenic Academy of Hair Restoration Surgery 
Ibero Latin American Society of Hair Transplantation (SILATC)
International Society of Hair Restoration Surgery
Italian Society for Hair Science and Restoration
Japanese Society of Clinical Hair Restoration
Korean Society of Hair Restoration Surgery
Paraguayan Society of Hair Restoration Surgery 
Polish Society of Hair Restoration Surgery
Swiss Society for Hair Restoration Surgery

Please note new submission address:
forumeditors@ishrs.org

2016–17 Board of Governors
President I Ken Washenik, MD, PhD, FISHRS*
Vice Presiden I Sungjoo (Tommy) Hwang, MD, PhD, FISHRS*
Secretary I Francisco Jimenez, MD, FISHRS*
Treasurer I Arthur Tykocinski, MD, FISHRS*
Immediate Past-President I Kuniyoshi Yagyu, MD, FISHRS*
Jean M. Devroye, MD, FISHRS
Kapil Dua, MBBS, MS, FISHRS
Nilofer P. Farjo, MBChB, FISHRS
James A. Harris, MD, FISHRS
Melvin L. Mayer, MD, FISHRS
Paul J. McAndrews, MD, FISHRS
Marcelo Pitchon, MD
Robert H. True, MD, MPH, FISHRS
Robert T. Leonard, Jr. DO, FISHRS
Sharon A. Keene, MD, FISHRS

*Executive Committee

Forum, email cduckler@ishrs.org. 

In your email, include the text of what you’d like your ad to read. 

qualities you’re looking for, and how to respond to you.  

will be invoiced for each issue in which your ad runs. The Forum 

2017 Advertising Rate Card can be found at the following link: 

sponsorship

cduckler@ishrs.org



Whether you are 
considering taking the 
ABHRS Certification 
Exam, are already a 
Diplomate and  
preparing for the 
Recertification Exam, 
or looking for a 
comprehensive  
advanced topic review, 
this course is for you! 

COURSE OUTLINE
Welcome and Opening Remarks 
Marco N. Barusco, MD | USA &  
Bernard A. Arocha, MD, FISHRS | USA
State of the ABHRS/IBHRS 
Michael W. Vories, MD | USA

 
Application Process
Scott Boden, MD | USA
The Written Exam 
Robert P. Niedbalski, DO | USA
The Oral Exam 
Marco N. Barusco, MD | USA
Ethical Guidelines for the ABHRS 
Daniel G. McGrath, DO | USA

SESSION 1 – ALOPECIAS 
Moderator: Marco N. Barusco, MD | USA

Male & Female Pattern Alopecias 
Ricardo Mejia, MD | USA
Other Alopecias 
Ricardo Mejia, MD l USA
Questions & Answers
SESSION 2 – PATIENT SELECTION & DONOR AREA 
Moderator: Bernard A. Arocha, MD, FISHRS | USA

Consultation and Medical Evaluation of the Patient 
Robin Unger, MD | USA
Medical Treatment of AGA 
Gholamali Abbasi, MD | Iran
Surgery Planning – Age and Potential for AGA 
Márcio Crisóstomo, MD, FISHRS | Brazil
Donor Planning and Harvesting – FUT 
Daniel G. McGrath, DO | USA
Donor Planning and Harvesting – FUE 
Michael W. Vories, MD | USA
Questions & Answers
SESSION 3 – RECIPIENT AREA PLANNING 
Moderator: Michael W. Vories, MD | USA

Strategies for Advanced AGA 
Márcio Crisóstomo, MD, FISHRS | Brazil
Hairline Design (Male and Female) 
Bernard A. Arocha, MD, FISHRS | USA
Transplantation of the Crown 
Timothy P. Carman, MD, FISHRS | USA
Transplantation of the Eyebrows 
Robert J. Reese, DO, FISHRS | USA
Transplanting into Scars / Reconstructive HRS 
Marco N. Barusco, MD | USA
Questions & Answers
SESSION 4 – ODDS AND ENDS 
Moderator: Robert P. Niedbalski, DO | USA

Emergency Situations in HRS 
Carlos J. Puig, DO, FISHRS | USA
Flaps and Scalp Reductions 
Carlos J. Puig, DO, FISHRS | USA
Most Common Complications in HRS 
Timothy P. Carman, MD, FISHRS | USA
Questions & Answers
SESSION 5 – ORAL EXAM SAMPLE CASES 
Moderators: Daniel G. McGrath, DO | USA &  
Michael W. Vories, MD | USA

Case # 1 Robert J. Reese, DO, FISHRS l USA 
Michael W. Vories, MD | USA

Case # 2 Marco N. Barusco, MD | USA  
Michael W. Vories, MD | USA

Case # 3 Bernard A. Arocha, MD, FISHRS | USA 
Michael W. Vories, MD | USA

Closing Remarks/Adjourn 
Marco N. Barusco, MD | USA 
Bernard A. Arocha, MD, FISHRS | USA

Advanced/Board Review Course 
in Hair Restoration Surgery

International Society of Hair Restoration Surgery
303 West State Street, Geneva, IL  60134  I Tel 1 630 262 5399 or 1 800 444 2737  
Fax 1 630 262 1520   I www.ISHRS.org  I info@ishrs.org  I www.ISHRS.org

TO ORDER: www.ISHRS.org 
See Educational Products under the Physicians Center tab.

ACCESS THE VIDEO TODAY
Don't miss this opportunity to review key 
concepts that are consistently tested on 
both the written and the oral exams and to 
understand the format of the oral exam.

Approximately 7.5 hours of lectures and 
discussions, including 3 oral exam  
sample cases.  

All 10 content categories that make up  
the ABHRS certification’s written exam  
are covered. 

Some of the most experienced and 
knowledgeable hair transplant surgeons  
in the world deliver the lectures. 

Recorded at the ISHRS 2016 World 
Congress

No Continuing Medical Education  
(CME) Credit will be issued for watching  
this course.

Format: Internet/online, computer.  
Video files.

Special Member Price: $300 USD

NOW AVAILABLE IN VIDEO
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