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©Objective: To assess the interest of Dutch otorhinolar-
yngologists in facial plastic and reconstructive surgery
(FPRS).

Methods: We conducted a 22-question survey among
otorhinolaryngology physicians and residents concern-
ing their experience with and interest in FPRS. The re-
sponse rate was 71% (335/475; 275 physicians and 60
residents).

Results: Most respondents associated FPRS with rhino-
plasty, otoplasty, and the reconstruction of skin cancer
defects. Of the physicians, 81% said that 1% to 33% of
their practice involves FPRS; 62% were satisfied with this
percentage, whereas 36% would like it to be higher. Ap-

proximately 70% of physicians regarded their training in
FPRS as insufficient, although most (70%) had taken
supplementary courses. Moreover, 73% of the otorhino-
laryngology physicians and 72% of all respondents said
that FPRS should be taught during and alter residency,
with a preference for hands-on courses. Finally, 84% of
all respondents thought that FPRS should be part of the
field of otorhinolaryngology, whereas 48% thought that
it should become a subspecialty.

Conclusion: There is interestin integrating FPRS train-
ing into the Dutch otorhinolaryngology residency pro-

gram, 4s it is in the United States.
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N THE FIELD OF OTORMHINOLARYN-
gology (ORL), interest in facial
plastic and reconstructive sur-
gery (FPRS) has been increasing
in the United States, in particular
since 1964, when the American Academy
of Facial Plastic and Reconstructive Sur-
gevy.was founded, and in Furope since 1977
with the foundation of the European Acad-
emy of Facial Plastic Surgery (EAFPS), pre-
viously known as the Joseph Society. Be-
sides offering a “certification of quality,”

See also page 143

both bodies were founded to provide sup-
port and training to all individuals inter-
ested in the field of FPRS, In the United
States and Canada, this interest has re-
sulted in (1) more attention to and train-
ing in FPRS during the ORL residency, (2)
a certified fellowship for FPRS, and (3) a
new subspecialty within the field ol ORL."?
Since then, the number of FPRS opera-
tions performed by an ORL physician or
resident has risen sharply in these 2 coun-
tries, and so has the quality of teaching and
research in this subspecialty.

Interest in FPRS has also been growing
in Burope in recent years, as evidenced by
the number of fellowships granted by the
EAFPS. This trend is paralleled in the Neth-
erlands, where young ORL physicians in
particular express increasing interest in
FPRS. The aim of the present study is to
quantify this interest to assess whether it
might be beneficial to include FPRS in the
ORL residency program.

- R

A questionnaire was mailed in the spring o{ 2003
to 475 members of the Dutch ORL association
(392 ORL physicians {83%)] and 83 ORL resi-
dents [17%]). The 22 questions concerned their
experience with and interest in FPRS. The first
part of the questionnaire dealt with the respon-
dent's work history. For exarple, itasked about
the number of years of experience asan ORL phy-
siciar, the type of appointment, and the focal area
of the respondent’s practice. This was followed
by a series of questions on current activity in
FPRS, asking, among other things, about the
share of this type of surgery in the current prac-
tice and the number and kind of cosmetic and
reconstructive operations performed. A few ques-
tions were also asked about exposure to and ex-
perience with FPRS during residency, about any
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supplementary training since then, and about the atttude ro-
ward FPRS regarding future education and training in the Neth-
erlands. Finally, the respondent was asked for an opinion on the
desirability of a certified subspecialty for FPRS within the field
of ORL. At the end of the questionnaire there was an area for com-
ments and criticisms.

T

We analyzed the answers to the 335 questionnaires (719%)
that were returned and described the results under 4 head-
ings: the respondent’s (1) work setting, (2) share of FPRS
inthe current practice, (3) education and training in FPRS,
and (4) attitude toward the future of FPRS within the field
of ORL. The respondents were divided into groups on the
basis of their experience and type of appointment. In terms
of experience, 18% (60/335) were residents, 19% (65/
335) had 0 to 5 years of experience, 26% (86/335) had more
than 5 to 15 years of experience, and 37% (124/335) had
more than 15 years of experience. In terms of type of ap-
pointment, 33% (111/335) worked in an academic set-
ting, 5% (16/335) worked partly in an academic setting,
and 62% (208/335) worked in a general hospital (ie, a pe-
ripheral setting) (Figwre 1). In 9 cases, a private clinic
was classified as peripheral, and in 5 cases, a dedicated cen-
ter such as The Netherlands Cancer Institute/Antoni van
Leeuwenhoek Hospital (Amsterdam) was classified as an
academic setting. All of the residents were considered to
be working in an academic setting, but they were ex-
cluded from the analysis, except for the questions on FPRS
within ORL practice in the future. The percentages re-
ported herein have been rounded off.

WORK SETTING OF THE RESPONDENTS

Alter dividing the respondents into groups on the basis of
experience and type of appointment (Figure 1), we com-
pared these groups, looking for significant differences. All
ol the ORL physicians working in an academic setting had
in their immediate surroundings not only a plastic sur-
geon butalso an ophthalmologist, a dermatologist, a head
and neck surgeon, and a maxillofacial surgeon. However,
the prolessional embedding was not complete for respon-
dents working in general practice (the periphery); there,
75% had direct access to a plastic surgeon, 97% to an oph-
thalmologist, 100% to a dermatologist, 42% to a head and
neck surgeon, and 88% to a maxillofacial surgeon.

When asked about their main focal area of practice, 77%
(213/275) of the respondents said that it was general ORL.
In addition, 25% (69/273) mentioned otology, 13% (37/
275) FPRS, 13% (36/275) head and neck surgery, 9% 25/
275) pediatric ORL, and 8% (22/275) allergy; 14% (38/
275) said that a major part of their daily work was in “other”
areas (eg, rhinology and phoniatrics/laryngology).

SHARE OF FPRS IN CURRENT PRACTICE

As part of their daily practice, 24% of the respondents regu-
larly performed FPRS themselves, 62% did so from time
to time, and 14% did not. For 48% of the respondents, this
involved cosmetic and reconstructive factal surgery, for 25%
only cosmetic surgery was involved, and for 13% only re-
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Figure 1. Nurnber of years working as an otorhinolaryngology physician by
type of appointment,

constructive surgery was involved. Some respondents de-
términed that FPRS was indicated but then referred the
patient to a colleague ORL physician or a plastic surgeon.

Typical cosmetic operations that were performed fre-
quently include rhinoplasty (63%) and otoplasty (51%).
Besides these, a few respondents also mentioned eyelid
surgery (5%), eyebrow repositioning (3%), face-lifts (1%),
and “other” (eg, chin augmentation and laser treatment
of the skin, accounting for 8% of the total). For these ques-
tions, the number of years of expertence makes no dif-
[erence, but the type of appointment sometimes does. For
example, of the ORL physicians working in an aca-
dermnicsetting, 40% performed rhinoplastes, whereas 69%
of the ORL physicians working in a general hospital per-
formed such operations. A similar distinction could be
made regarding otoplasties (Table 1). In some in-
stances, there was a great difference in the number of op-
erations performed per respondent. Some performed more
than 100 rhinoplasties per year, and others performed
this operation only 5 to 10 times a year.

Typical reconstructive operations that were per-
formed frequently include nasal reconstruction (eg, ve-
construction of a saddle nose) (43%) and the reconstruc-
tion of skin cancer defects (27%). Also, a considerable
proportion of the ORL physicians either had performed
large transposition flap reconstructions (eg, myocutane-
ous pectoralis major flap) and free flap reconstructions
(eg, radial forearm free flap) or had some experience with
these operations (12% and 8%, respectively). Here, too,
the number of reconstructive operations varied per year
from a few to a [ew dozen. Furthermore, “other” types
of reconstruction (7%) were mentioned, for example, re-
constructive surgery after paralysis of the facial nerve,
cleft palate, and trauma. Compared with the cosmetic op-
erations, reconstructive surgery generally seemed to be
more conumon in an academic setting (Table 2).

Formost ORL physicians (81%), the total share of FPRS
in daily practice was 1% to 33%,; for 3%, the share was
greater than 33% to 66%; and for 1%, the share was greater
than 66% (Figure 2). With respect to refervals for FPRS,
most cosmetic indications were referred by general prac-
titioners. However, colleague ORL physicians and plas-
tic surgeons were also responsible for a share of the re-
ferrals. For reconstructive operations, the referrals were
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Tahie 1. Types of Cosmetic Operations Performed by Type of Appoiniment

Appointment, Ne. {%}

I
Type of Gosmetic Operation Academic (n = 51)

Parily Academic {n = 16)

Peripheral (n = 208) Total (N = 275)

Rhinaplasty 22 43) 7 (44) 144 {69) 173 (83)
Eyalid surgsry 4(8) 1(6) 8(4) 13 (5)
Eyebrow lift 3 (6) 1{6) 41{2) 8(3)
Otoplasty 17 (33) 6 {4) 116 (56) 139 (51)
Face-lift 2(4) 0 2 (1) 441
Dther* 3(8) 3{19) 16 (8) 23 (8)

J
*includes chin augmentation, carbon dioxide laser treatment of the skin, and scar correction.

Table 2, Types of Recenstructive Operations Performed by Type of Appnimmenl

Appointment, No. (%)

Type of Heconstructive Operation

I
Academic (n = 51)

1
Partly Academls (n = 16) Perigheral {n = 208)  Total {N = 275}

Frea flap 17 (33) 3(19) 1<) 21 (8)
Large reglonal transposition flap 24 (47) 4(25) 6(3) 34 (12)
Reconstruction of dafect after excision of skin cancer 26 (51) 7 (44) 41 {20) 74 (27)
Reconstruction of noss 18 (35) 7 {44) 93 (45) 118 (43)
Eyelid surgery 5 (10) 0 7(3) 12 (4)
Othar* 6(12) 2(13) 11(8) 19 (7)

© #includes reconstructive surgery after paralysis of the faclal nerve, cleft palate, and trauma.
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Figure 2, When asked about the shars of facial and plastic reconstructive
surgery in their dally practice, 81% of the oterhinolaryngology (ORL)
physicians indicated that it was 1% to 33%.

made most frequently by general practitioners, col-
league ORL physicians, and dermatologists.

EDUCATION AND TRAINING IN FPRS

Forty-one percent of the respondents indicated that they
had not been trained in FPRS during their residency
{Figure 3). Only 13% believed that their FPRS training
during residency in ORL had been sufficient, whereas 44%
considered themselves trained in this area but believed
that the training was insufficient (2% did not know). The
percentage of ORL physicians who indicated that ¢hey
had been adequately trained was higher in groups with
fewer years of experience as an ORL physician, suggest-
ing increased exposure to FPRS in the residency pro-
gram during the past decade. Although 70% of ORL phy-
sicians had taken a supplementary course in cosmetic or
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Flgure 3. Answars to the question about the extent of training In faclal and
plastic raconstructiva surgery durlng the otorhinolaryngology (ORL)
residency program by work experience. Compared with ORL physicians with
more than 15 years of work experiencs, those with 0 to § years of work
experience believe that thelr training Is better but still Insufficient,

reconstructive facial surgery, 70% considered this insul-
ficient. The most [requently cited courses were those given
at the Academic Medical Center, Awsterdam, and the Uni-
versity Medical Center, Utrecht, on nasal surgery and the
course “Around the Nose” given at the University Medi-
cal Center, Nijmegen. A few ORL physicians had taken
supplementary training courses in otoplastic tech-
niques. Others had been full-time fellows in FPRS just
after residency [or a minimum of 6 months. Regarding
the most suitable time for training in FPRS, 8% believed
that this was during residency, 18% after residency, and
72% during and alter residency, There was a preference
for a *hands-on” method; differences were not great
when answers related to years of experience as an ORL
physician.
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Table 3. Perceived Share of FPRS in Daily Practice by Number of Years Warking as an ORL Physician

Experience as an ORL Physician, y

f |
Percaived Share of FPRS 85 {n = B5) >5-15 {n = 86) >15 {n = 124) Total (N =275)
Insutficient 33 (51) 32(87) 34 (27) 98 {38)
Satisfactory 30 (48) 53 (82) 88 {71 171 {62)
Excessive 0 1 0 1 (<)
Unknown 2.(3) 0 242) 41

Abbreviations: FPRS, facial plastic and reconstructive surgery; ORL, otorhinolaryngolagy.

H

Table 4. Ideal Share of FPRS in Daily Practice Relative to the Number of Years Working as an ORL Physician

Experiencs as an ORL Physician, y

:
Resident (n = 60) 05 (n = 65)

Share of FPRS, % ( 515 (n = 86) >15 (n = 124) Total {N = 335
0 ' 203 305 5 6) 15 (12) 25 (1)
18 45 (75) 48 (74) 71 (83) % (77) 258 {77)
>33-66 o 3 (15) g (14) 9(10) 7 (6) 34 (10)
66 0 203) 141 43) 70
Unknown . 4(7) 3 5) 0 3(2) 10 (3)

Abbreviations; FPRS, facial plastic and reconstructive surgary; ORL, otorhinolaryngology.

ATTITUDE TOWARD FPRS IN THE FUTURE

Regarding the perception of the share of FPRS in daily prac-
tice, 62% considered this share to be satisfactory, and 36%
believed that it was insufficient (Table 3). Approxi-
mately 2% had no opinion or had not fully completed the
questionnaire. Their opinions proved to be closely related
to the stage in their career: the younger the ORL physi-
cians were, the more they described the share of FPRS as
insufficient. The percentage of FPRS that the daily prac-
tice would ideally compose was zero for 7% of all respon-
dents (ORL physicians and residents), whereas 77% be-
lieved that FPRS should compose up to one third of their
practice, and 10% put the ideal level between one third and
two thirds (Table 4). The differences among the groups
were minimal on that point, even when the residents were
included. Of all respondents, 84% believed that cosmetic
and reconstructive facial surgery should be officially rec-
ognized as part of ORL practice; among the residents, the
share was even higher (92%) (Figure 4). When asked
whether FPRS should be made into a subspecialty (e,
recognized by the Dutch Medical Registration Board as
an official focal area for practice within ORL), 48% said
“yes” and 49% said “no” (3% said they did not know)
(Figure 5). The share of “yes” answers was 53% among
residents.

Change in the field of ORL practice has been considerable
during the past 25 years as a result of growing expertise in
specialized subareas, The palette of treatment options has
changed drastically, whereby nasal surgery, head and neck
oncology and surgery, and endoscopic nasal sinus sur-
gery have changed the face of the field, resulting in unmis-
takable improvement in the quality of patient care.
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Figure 4, When asked whether faclal and plastic reconstructive surgery
should be part of atarhinclaryngology practice, 84% of ail respondants
answered “yes,” as did 92% of residents.

The developments in the field of FPRS described in this
article also reflect this new image. Whereas previously the
plastic surgeon was the specialist with the strongest pro-
file in this subarea, during the past few decades there has
been a definite increase in the mumber of patient contacts
for FPRS among ORL physicians, maxillofacial surgeons,
ophthalmologists, and dermatologists. The ORL physi-
clan in particular has been increasingly involved in FPRS
in recent years. For reconstruction of solt tissues alter ab-
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Figure 5. When asked whsther faclal and plastic reconstructive surgery
should become a subspeciallzation within otorhinolaryngology (ORL)
practice, 48% of alf respondents answered “yes,” as did 53% of residents.

Otology

QOtolo
26% o

F
PRS 15%

Endoscopy
25%

Head
and Neck
23%

General
18%

1982-1983
237 Qperatlons

1987-1988
240 Oparations

Flgure 6. Operatlons by subarea of otorhinolaryngology practice at an
instituts in the Unlted States as reported and performed by residents. After
appolnting a full-time staff member for facial and plastic reconstructive
surgery {FPRS), the share of FPRS operatlons.rose sharply compared with
othsr otorhinolaryngology operations. Reprinted with permission from
Thomas and Graboyes.?

lative cancer surgery in the head and neck region, for sur-
gical rehabilitation after paralysis of the facial nerve, and
for the reconstruction of [acial defects after excision of a
skin tumor, ORL physicians often play a key role because
of their specific knowledge and understanding of the
anatomy of the head and neck region. At the same time,
the ORL physician increasingly performs operations that
are more cosmetic, such as external rhinoplasties, eyelid
surgery, and even face-lifts.

The same developments that occurred more than 20
years ago in the United States and Canada seem to be tak-
ing place now in Europe. It is telling that a survey using
a questionnaire similar to ours had already been con-
ducted in North America in 1985.2 Meanwhile, in the
United States and Canada, FPRS has grown into one of
the more important areas within ORL medicine.* Atpres-
ent, the most popular area for postgraduate training in
the United States is the program in FPRS (followed in
popularity by neurotology and head and neck cancer and
surgery). Consequently, most academic clinics in these
2 countries have appointed 1 or more staff members who
work [ull-time in the area of FPRS, which means thatORL
residents are increasingly exposed to FPRS.

The American Academy of Facial Plastic and Recon-
structive Surgery has played an undeniably critical role
in motivating this development. The academy, which was

founded in 1964, currently has approximately 2700 mem-
bers. Recently it published the second edition of its own
textbook; it also provides for a certification process
through many high-quality fellowships, followed by an
annual examination by the American Board of Facial Plas-
tic and Reconstructive Surgery.

Following closely in the footsteps of its American coun-
terpart, the EAFPS has made great strides in recent years.
The EAFPS was founded in 1977 and now has approxi-
mately 500 mermbers, mainly ORL physicians. Like the
American academy, the EAFPS will soon (in early 2005)
publish a textbook, the result of concerted efforts by spe-
cialists in FPRS working in Europe. Especially during the
past few years, there has been a sharp rise in the number
of fellows in FPRS thanks to the EAFPS. Certification is
arranged through the American Board of Facial Plastic and
Reconstructive Surgery examination in Washington. More-
over, after passing this examination, the candidate can be-
come an affiliate of the International Federation of Facial
Plastic Surgery Societies by performing more than 100 ma-
jor FPRS operations within a 2-year period,

Interest in FPRS has been increasing among ORL phy-
sicians in Europe, as has the desire for formal recogni-
tion of and certification in the subarea. As our results dem-
onstrate, interest is strong among ORL physicians in the
Netherlands. Our results also show that the member-
ship would even support the implementation of FPRS
within the curriculum of the ORL residency program.

In that light, we might conclude that the time has come
to take steps to malke this happen. A critical factor in that
effort would be, in our opinion, the appointment of at least
1 staff member in the department of ORL at an acadernic
medical center to set up a specific curriculum and to as-
sume responsibility for the general provision of FPRS. In
1990 in the United States, Thomas and Graboyes? ob-
served that establishing such a position had led to a sharp
rise in the number of FPRS operations that were per-
formed by residents (Figure &). Furthermore, we may con-
clude that training in FPRS could be made compulsory as
part of the 2 ORL certificate examinations, and a Dutch FPRS
fellowship could be initiated along the lines of the fellow-
ship of the FAFPS, making use of the certification process
of the International Federation of Facial Plastic Surgery So-
cieties. Then, at some time in the future, multidisci-
plinary support could be sought to develop FPRS further.
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