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As my two-year tenure as the president 
of the Pennsylvania Academy of 
Otolaryngology – Head and Neck 
Surgery winds down, to say that we all 
have faced challenges during this period 
would be a bit of an understatement.  
For over a year at this point, COVID-19 
has dominated our lives, personally and 
professionally.  While many of us have 
learned to adjust our practices to the 
needs of our patients and staff during the 
pandemic, many challenges remain.  Early 
in the pandemic, PAOHNS strove to share 
with membership what we knew about the 
virus and how to safely care for patients, 
despite the almost daily changes in best 
practice recommendations.  Collaborating 
with the Pennsylvania Medical Society, 
we have advocated for several physician 
COVID-19 issues, and most recently for 
hospitals and otolaryngology practices 
to access the important resources they 
needed to continue treating patients 
and protecting their staff and themselves.  
Likewise, we supported HB1737 granting 
civil immunity protections to all health 
care practitioners during the COVID-19 
pandemic.  While unfortunately Governor 
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Wolf ultimately vetoed the bill, PAOHNS 
continues to remain vigilant in advocating 
for our membership and our patients.

During the remainder time in this role, 
I would like to focus on increasing 
membership engagement, with several 
new efforts already being initiated.  You 
should have received an invitation to 
participate in our membership survey. 
Please complete this so that we can hear 
about which services our Society currently 
provides which are the most benefit to 
you, and about those services you feel 
we should be developing.  We hope to 
also survey our non-member colleagues 
in Pennsylvania to discover what we can 
do to get them involved.  In cooperation 
with Pennsylvania Medical Society, we 
will be launching a new online networking 
tool, similar to ENTCONNECT nationally 
for AAOHNS, to improve sharing of 
legislative and advocacy news, as well as 
provide a mechanism for membership to 
easily connect to their colleagues across 
the state.  We hope that this resource 
grows and develops over time into a 
great tool for engaging everyone in the 
organization.  Keep your eyes open for 
more news on this exciting endeavor.

While looking for better ways for our 
Academy to serve you, the officers and I 
have investigated opportunities to improve 
how your Academy internally functions.  As 
part of that, I created an ad hoc committee 
to look into our association management 
contract.  This was undertaken to insure 
the services we received and the cost of 
those services was in the best interest of 

our society.  We solicited proposals from 
association management groups across 
the state, vetted them, and conducted 
interviews.  I am happy to report that 
in the end, we decided to continue our 
partnership with TEAM, a subsidiary of 
PAMED, to manage PAOHNS.  As part 
of that effort, we did decide to amicably 
end our relationship with our government 
relations firm, Milliron and Goodman, and 
will be utilizing the resource of TEAM’s 
legislative team to assist us when needed  
in advocacy concerns.

Another important development is that we 
have begun planning our Annual Scientific 
Meeting for June 2021.  As you know, we 
had to transition last year’s meeting to a 
virtual format secondary to the pandemic 
with limited lead-time.  While the benefits 
of an in-person family-friendly meeting 
are significant, we have decided to hold 
a virtual meeting again this upcoming 
summer.  While we all hope the vaccine 
will allow us to return to some degree of 
normalcy, the Executive Committee and 
Meeting Planning Committee felt enough 
uncertainty remained regarding institutional 
travel restrictions, state social distancing 
mandates, and potentially some individual 
member’s comfort level in larger gatherings 
to allow for a successful meeting.  We also 
wished to prevent the need for a last minute 
change to a virtual format.  The pre-emptive 
decision allows for smoother planning 
of virtual content, but also allowed us to 
partner with Hershey Hotel to confirm 
an in-person meeting for 2022 without 
penalty.  The additional planning time 
directed specifically at the virtual format 
will also allow us to better utilize new 
on-line platforms for meaningful corporate 
sponsor and attendee interactions during 
the meeting.  With record enrollment for 
last year’s meeting, we hope this year’s will 
be even more successful.

Continued on page 2

...we have decided to hold  
a virtual meeting again  
this upcoming summer
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Given that this is my last President’s message,  
I do want to extend my appreciation to several 
people who have assisted me in navigating the 
position and continuing to best serve our Society.  
Firstly, the great group at TEAM, who make sure 
the logistics and planning of Academy issues are 
completed on time, and who provide general 
guidance to our organization – Ariel Jones, our 
Executive Director; Cindy Warren, our Deputy 
Association Director; and Jessica Winger, our 
Meeting Manager.  Thank you to the officers, 
David Cognetti, MD, FACS, President-elect, 
and Jessyka Lighthall, MD, FACS, Secretary/
Treasurer, who have been involved throughout  
my time as true co-leaders of PAOHNS and have 
been key in guiding the necessary decisions.   
 
I want to recognize Karen Rizzo, MD, FACS, 
who remains a vital force in our organization, 
whether it be in spearheading the Women in 
Otolaryngology Committee or serving as our 
governor for the AAOHNS Board of Governor.  
Her expertise in advocacy and overall leadership 
are invaluable to our society.  I would also like 
to extend a special thank you as well to Robert 
Sataloff, MD, DMA, FACS, who I have always 
found to be a welcome source of sage advice 
and guidance to our Executive Council.   
 
Lastly, thank you to the membership who  
has entrusted this position to me over the past  
two years.   
 
I hope to see you all virtually in June!

— Johnathan D. McGinn, MD, FACS 
PAO-HNS President
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Dorsal Preservation Rhinoplasty

Recently there has been renewed 
interest in a rhinoplasty technique that 
dates back to 1899.  The technique, 
first described by Goodale, describes 
lowering a nasal hump by performing 
lateral osteotomies and removing 
subdorsal cartilage.  The modern-day 
version of this technique is now referred 
to as Dorsal Preservation Rhinoplasty.  
While many otolaryngologists may 
choose not to incorporate it into their 
practice, some familiarity with its basic 
principles may be useful.

Before discussing the specifics, it is 
important to note that dorsal preservation 
rhinoplasty is one part of the philosophy 
known as Preservation Rhinoplasty.  As 
first described by R.K. Daniel, it builds 
upon Structure Rhinoplasty, the concept 
that structure must be maintained in order 
to preserve nasal function and provide 
long-term cosmetic improvements.  

Preservation rhinoplasty has three main 
tenets which include preservation of the 
osteocartilaginous dorsum (i.e., dorsal 
preservation), elevation of the skin sleeve 
in the subperichondrial-subperiosteal 
plane, and maintenance of the alar 
cartilages with minimal excision.

In traditional hump reduction, the hump is 
removed using an osteotome, leaving an 
open roof.  Consequently, the mid-vault 
must be rebuilt by means of infracturing the 
nasal bones along with other techniques to 
maintain the nasal valve, such as spreader 
grafting. In dorsal preservation, the dorsal 
hump is brought down, not by removing 
bone at the dorsum, but by performing a 
series of lateral and transverse osteotomies 
that fully mobilize the nasal bones en bloc.

If the osteotomies are simple single cuts, 
the technique is referred to as “pushdown.”  
If an additional strip of bone is removed 
bilaterally at the frontal process of the 
maxilla, the technique is a “letdown.”  The 
technique can be performed through either 
an open or closed approach.

Any meaningful downward movement 
of the nasal bones must, of course, be 
accompanied by a reduction of the 
septum to allow for the movement.  There 
are many schools of thought regarding 
management of the septum.  In its most 
simple form, a subdorsal strip of septum 
may be removed that is approximate to the 
height that the dorsum is to be lowered.

Alternatively, M.H. Cottle originally 
described a vertical incision from 
the keystone area to the vomer with 
corresponding resections of a triangle of 
ethmoid bone under the nasal bone and 
a cartilage strip along the maxillary spine.  
Several other septal techniques have also 

Michael P. Ondik, MD, Co-Chair, 
PAO-HNS Facial Plastic &  
Reconstructive Surgery Committee, 
Princeton Eye and Ear  

been described, but common to them all is 
that once the septum and the nasal bones 
have been mobilized, they are suture-
fixated in place in order to maintain the 
new dorsal profile.

The indications for dorsal preservation 
rhinoplasty are expanding as surgeons 
gain more experience with the technique, 
but the ideal patient for this technique will 
have a straight, overprojected dorsum with 
a normally positioned or slightly high radix.  
Minor nasal bone deviations can also be 
addressed using an asymmetric wedge 
resection in the letdown technique.  

Specific complications of the dorsal 
preservation technique include hump 
recurrence, deepening of the radix, and 
step-offs.  Those seeking to use dorsal 
preservation should be aware that the 
technique is still relatively new and there is 
limited data in terms of outcomes.

In summary, dorsal preservation provides 
a manner to remove a dorsal hump while 
preserving the dorsal aesthetic lines and 
eliminating the need to reconstruct the mid-
vault.  Although many rhinoplasty surgeons 
may choose not to learn this technique, it 
is important to be aware of its principles, 
as savvy patients may want to discuss it 
during their consultations.

Sources:

East C. Preservation Rhinoplasty. ENT & 
Audiology News.  July 2019

Kern EB. History of Dorsal Preservation 
Surgery: Seeking Our Historical 
Godfather(s) for the "Push Down" and  
"Let Down" Operations. Facial Plast Surg 
Clin North Am. 2021 Feb;29(1):1-14.

Patel PN, Abdelwahab M, Most SP. 
A Review and Modification of Dorsal 
Preservation Rhinoplasty Techniques. 
Facial Plast Surg Aesthet Med. 2020 
Mar/Apr;22(2):71-79.



Karen Rizzo, MD, FACS
The Board of Governors was established 
in 1982 as the grassroots member network 
within the AAO-HNS. The Board of 
Governors is made up of local, state, 
regional, and national otolaryngology 
head and neck surgery societies from 
around the United States and Canada 
and serves as an important means of 
communication between the Board of 
Directors and grassroot members to 
improve programs and policies of the 
American Academy of Otolaryngology. 

The Board of Governors continues to 
push for increased engagement and 
access to leadership from the private 
practice community. It maintains a minimum 
of 50% private practice members in 
leadership positions and continues to 
develop products that facilitate optimal 
involvement of our member societies 
and their constituents. There are three 
committees within the Board of Governors. 
The first is the Socioeconomic and 
Grassroots committee which has through 
cooperation with the CPT committee 
completed a toolkit for providers to use to 
help navigate category three and unlisted 
codes. The second is the Governance 
and Society Engagement committee. 
This has produced an online interactive 
map which is accessible through the 
academy’s website which allows members 

to access individual state societies and 
their leadership for contact information 
and enables states to interact in a more 
productive way enhancing communication 
to share ideas and information. This 
committee also determines the recipient of 
the Model Society Award yearly as well 
as the Practitioner Excellence Awards. A 
toolkit is in the process of being developed 
that will enable societies at all levels to 
assist in the development, growth, and 
improvement of their societies in various 
ways. The third committee is the Legislative 
Affairs committee which works closely with 
the academy's advocacy staff to follow 
legislative issues which impact our specialty 
on the state and federal level. Through 
these committees the Board of Governors 
works diligently to improve communications 
between The American Academy of 
Otolaryngology and its grassroots 
members. All members are encouraged 
to visit the website to fully appreciate the 
potential of this information. The American 
Academy of Otolaryngology recently sent 
letters to each of the 50 state governors, 
Puerto Rico, and the District of Columbia 
urging prioritization of otolaryngologists in 
the Covid 19 vaccine distribution citing our 
specialties particular vulnerability in treating 
patients with COVID-19. The Academy was 
also instrumental in increasing the payment 
classification for eustachian tube balloon 
dilation along with cryoablation of nasal 
tissue both taking effect January 1st. 

Despite facing significant social and 
economic challenges in the states, the 
flawed Audiology and Speech Language 
Pathology Interstate Compact legislation 
continues to be introduced around the 
country. Currently legislation has been filed 
in Georgia, Indiana, Kentucky, Maryland, 
Nebraska, and Washington. The Academy 
has several major concerns with this 
Interstate Compact. It has offered several 
amendments to the current proposals.  The 
proposed compact creates a Commission 
with the power to override state laws. 
The states participating in the compact 
would have the ability to adjust scope of 
practice to mirror the requirements of the 
least restrictive states. This would allow 
members of the compact to bypass those 
states with stronger standards of practice 
in place designed to protect the public 
and maintain patient safety. Our Academy 
recommends that the Commission should 
not have this authority to change or modify 
the laws of the member states which define 
the practice of audiology and speech 
language pathology in their respective 
states. 2.  There are no requirements in the 
compact for minutes of the Commission 
to be made available to the public and 
our Academy feels that all minutes and 
documents of meetings other than closed 
meetings should be made available to 
the public. 3.There is a weak definition 
of Telehealth and telepractice in this 
Compact. The AAO advocates that any 

AAO/HNS Board of Governors UPDATE

Karen A. Rizzo, MD, FACS
Governor
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licensee providing audiology or speech 
language pathology Telehealth services 
in a remote state under the compact 
privilege shall function within the laws and 
regulations of the state where the patient 
/client is located. 4.  There is inadequate 
oversight of the Commission and written 
information is needed on how oversight 
will be handled. 5.Physician members are 
excluded from this compact. This omission 
sacrifices valuable collaboration and 
oversight in place to protect the public. 
Physician participation and membership 
should be mandatory. 6.  Unlike medical 
licensure compacts where a physician 
must be already licensed to practice in a 
state, this compact creates and dictates 
uniform licensure for two very different 
professions. 7.  The compact calls for 
active duty military or their spouse to 
retain their home state designation. 
This is thought to be an unnecessary 
provision in the compact for most states 
have already addressed this issue. The 

Compact Commission will levy and collect 
an annual assessment from each member 
state or impose fees on other parties to 
cover the cost of operations. That amount 
will be formulated by the Commission 
and be binding upon all member states. 
It is unclear as to the amount that will 
be imposed upon each state's budget. 
Concerns over this causing an increase 
in the overall regulatory burden exists. 10 
states must join the compact to become 
effective. As of November 2020, six states 
had already passed the audiology speech 
language pathology Interstate compact in 
various forms. Two states Utah and West 
Virginia passed the compact with the 
amendments that were forwarded from the 
AAO and AMA. Louisiana, Oklahoma, 
North Carolina, and Wyoming passed 
the legislation unamended. Georgia's 
legislation was vetoed by its governor. 
As of now Pennsylvania has not seen this 
compact presented in our state but we will 
continue to follow its potential very closely. 

The 2021 American Academy of 
Otolaryngology Head and Neck 
Surgery Leadership Forum was held 
on April 17th, virtually. Updates on 
coding, billing, and reimbursements 
were given along with keynote 
addresses on health care priorities 
of the Biden administration and 
the current COVID-19 pandemic 
landscape. Federal and state 
legislative and regulatory updates 
were provided. Panel discussions and 
speakers on key advocacy issues 
facing physicians in the new Congress 
were included.  A state Oto society 
roundtable with executive directors 
and society administrators/leaders 
gathered to discuss common interests 
and concerns.  

For more information go to the AAO/
HNS website at www.entnet.org and 
select the BOG section.  

AAO/HNS Board of Governors UPDATE (continued)

Sharon Tomaski MD    

Mark E Whitaker MD, FACS     Penn State Hershey  

                Medical Center

New MembersWELCOME!

http://www.entnet.org
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Legislative Update

Deborah Ann Shoemaker,  
PAO-HNS Lobbyist

Introduction
As I write my first advocacy article for 
this newsletter, I can say it is with a hint 
of optimism. With last year full of stress, 
chaos, and uncertainty- mostly because 
of COVID - it is safe to say that most, if 
not all, of us are ready for a fresh start. In 
that vein, I would like to take the time to 
introduce myself and to highlight a few 
of our legislative priorities for the coming 
legislative session. 

My story: For a long time, this Society 
has been interested in advocacy at 
the federal and state level.  An outside 
lobbyist, based in Harrisburg, oversaw our 
efforts. However, late last year, PAO-HNS 
contracted with TEAM [Total Excellence 
in Association Management], a division 
of Pennsylvania Medical Society, to 
add grassroots advocacy work to our 
current scope of work. With in-house 
grassroots lobbying that already occurs 
within PAMED and our medical specialty 
colleagues, adding lobbying to our scope 
makes perfect sense. This is when I come 
into the picture.

It is my extreme pleasure to serve as your 
lobbyist. I have been with PAMED for 15 
years with nearly 30 years of experience 
in government relations. My primary focus 
has been mental health and substance 
use, laboring for the state psychiatric 
society. In that capacity, I have served 
on numerous task forces and boards 
under the jurisdiction of the governor, 
with extensive experience in working 
with coalitions (including both public and 
private stakeholder groups). During my time 
inside and outside the walls of PAMED, I 
have developed strong relationships with 
key officials within the Wolf Administration 
(and other previous administrations) and 
within the halls of our state Capitol. I am 
looking forward to a successful working 
relationship with all of you. 

 Our work on the state level 
supporting our medical colleagues: 
PAO-HNS has been fortunate to have 
physician member leaders who have 
kept a close eye on state and federal 
legislation. As president, Dr. McGinn has 
provided me with invaluable information 
to assist me in getting up to speed on our 
important issues. 

As active members of PAMED’s Specialty 
Leadership Cabinet (SLC), we continue to 
support our medical specialty colleagues’ 
efforts related to Out of Network/Surprise 
Billing, COVID-19 liability protections, 
availability of Personal Protective 
Equipment (PPE), access to COVID-19 
vaccines, continued use of telemedicine 
(including adequate reimbursement), 
and opposition to scope of practice 
expansions.  

I represent PAO-HNS on provider coalition 
calls where healthcare topics of mutual 
interest are discussed. In that vein, we 
recently sent out a member action alert 
related to proposed Prior Authorization 
legislation and signed onto a coalition 
letter to key PA House and Senate officials 
on the issue of Out of Network Billing. 
As opportunities for member grassroots 
advocacy become available, we will send 
them your way. 

Expected Reintroduction of 
Proposed Legislation/Outlook for 
this Legislative Session:  
Every new two-year legislative session 
requires all initiatives not enacted upon to 
be reconsidered. My legislative watch list 
holds all proposed legislation of interest to 
organized medicine. This list includes topics 
such as restrictive covenants, non-compete 
agreements, and COVID-related liability 
protections. Dr. McGinn and I are carefully 
watching for the introduction of proposed 
legislation related to prior authorization 
(when introduced House Bill 225 and 
Senate Bill 225), telemedicine, along with 
monitoring any proposed initiatives that 
would negatively impact your profession 
(including any budgetary discussions on 
implementing the ASC tax, or mandating 
any undue burdens that impede timely 
access to patient care). 

The two of us meet with Ariel Jones, your 
executive director, on a bimonthly basis to 
discuss proposed legislation, updates to our 
PAC account, opportunities at the state level 
for member engagement and overall ways 
in which to enhance our member’s daily 
practice of medicine. It has been my distinct 
honor to represent your interests at the 
state Capitol, at coalition meetings where 
your colleagues are present, within the 
walls of PAMED, and at the federal level 
(as appropriate). I have enjoyed working 
closely with Dr. McGinn and look forward 
to getting to know many of you soon, as 
COVID allows our acquaintance. Please 
do not hesitate to reach out to me via email 
(dshoemaker@pamedsoc.org) if you have 
any questions, need more information, or 
want to get involved.  Here is hoping for a 
safe, healthy, and better 2021!!!!

mailto:dshoemaker%40pamedsoc.org?subject=
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Otolaryngologist Opportunity

Cheshire Medical Center – Dartmouth-Hitchcock 
Keene is seeking a BC/BE Otolaryngologist to 
join a well-established and collegial team. We 
are seeking an Otolaryngologist (with or without 
fellowship training) who is a collegial, well 
rounded, and comfortable with providing general 
ENT care to both Adult and Pediatric patients. 
Cheshire Medical Center is a community hospital 
that serves as a regional referral center and is 
an integral partner in the growing Dartmouth-
Hitchcock System. This is an excellent 
opportunity for an Otolaryngologist looking to 
practice in a collaborative and collegial setting.

Opportunity Includes:

• Supportive and experienced staff.

• Academic affiliation with our prestigious 
academic medical center, Dartmouth-Hitchcock.

• Competitive salary.

• Excellent benefits package.

• Collaborative care model.

Qualifications:

• Board Certified/Board Eligible in 
Otolaryngology.

• Must obtain and maintain a medical license 
in the State of New Hampshire.

Applicants are encouraged to apply online: DHproviders.org
Dartmouth-Hitchcock is an equal opportunity employer and all qualified applicants will receive consideration for employment without regard to race, color, religion, sex, national origin, disability status, 

veteran status, gender identity or expression, or any other characteristic protected by law.

Otolaryngologist
Cheshire Medical Center
Dartmouth-Hitchcock Keene

7.5” x 10”

Dartmouth-Hitchcock Clinic Keene is a 150-physician and associate provider, multi-specialty community practice 
associated with the teaching hospital, Dartmouth-Hitchcock Medical Center and the Geisel School of Medicine. The 
Clinic is a nationally recognized leader in population health and is a diverse group of professionals committed to quality 
and patient safety, continuous process improvement, integrative medicine and value-based care. Cheshire Medical 
Center is a 169-bed, Level III community hospital. It is only the 14th hospital ever to be named an American Hospital 
Association “Living the Vision” awardee (2013) and is the 2010 New Hampshire Healthcare Business of the Decade.

The community of Keene is a picturesque, college-town in the Monadnock Region of Southwestern New Hampshire. 
NH boasts no income or sales tax. The cost of living, stable real estate market and excellent schools and neighborhoods 
makes Keene an ideal place to call home. Dartmouth-Hitchcock Medical Center in Lebanon, NH has been consistently 
ranked by the U.S. News and World Report as One of America’s Best Hospitals.

http://DHproviders.org


Safety-I (what went wrong) vs Safety-II (what went right) 

Allison Keane, MD, Neerav Goyal, MD, MPH,  
and Ellen S Deutsch, MD, MS 
PAO-HNS Patient Safety Committee  
 

Introduction 
   

Patient care is complex and often involves conflicting goals. The PAO-HNS Patient Safety Committee has decided to tackle specific  
patient safety principles with the same appreciation for nuanced understanding that you face in making clinical decisions. 

  
We present a “point-counterpoint” discussion about patient safety / healthcare quality concepts, and conclude with areas of  

agreement, which we hope will provide the foundation for the optimal application of safety and quality principles. 

 
Safety-I: What went wrong?

 
Safety-I is the traditional approach to patient safety and quality 
improvement in healthcare. It is the “find and fix,” and “cause and 
effect” approach. In this model, an adverse event occurs, and a  
step-by-step approach is taken to identify contributing factors. 
Finding the root causes of an adverse event is the first step to develop 
a solution or prevention strategy to minimize risk of future incidents.  
 
In the Safety-I approach, 1 Root Cause Analysis (RCA) 2 and the 
Swiss Cheese Model 3 are common tools to understand adverse 
events. Root Cause Analysis is a systematic method to assess an 
event: define the problem (outcome), investigate the preceding 
events, identify the contributing factors, develop solutions to mitigate 
errors and prevent a recurrence. The Swiss Cheese Model is a 
representation of the sequential, compounded errors (or lack 
of safeguards) that ultimately lead to an undesired outcome. 
Information from RCAs and the Swiss Cheese Model can be used 
to identify risks and therefore provide opportunities for mitigation. 
The tools of Safety-I are systematic and assume a linear relationship 
between cause and effect. The goal is to identify and resolve system 
weaknesses to ultimately prevent future adverse events.   
 
The focus of Safety-I is “what went wrong” and “how do we fix it.” 
Emphasis is placed on preventing incidents, accidents, errors,  
and minimizing the number of adverse events by implementing  
constraints. Safety-I is founded on three underlying principles: 
idealized processes with decomposability and bimodality. 1 
There exists an ideal scenario of how each system operates 
(ideal situation). The system can be broken down into individual 
components (decomposability). Each component is either  
functioning or malfunctioning (bimodality). The healthcare system  
is a multidisciplinary, constantly evolving organization.  

 
Safety-II: What went right?

 
Safety-II inverts the traditional approach to safety. Instead of 
trying to find “what went wrong,” Safety-II evaluates “what  
went right.” 1 Specifically, it looks at how teams and processes 
continue to function well and how people adapt despite the 
uncertainty and complexity inherent in healthcare delivery.   
Additionally, the view shifts from a more punitive tone and 
the search for an error to explain undesired outcomes, to 
a recognition that things go right AND wrong because of 
necessary performance variability.   
 
Safety-II is a novel concept, based in principles of resilience 
engineering and resilient healthcare. Traditional safety principles 
espouse processes that are standardized and predictable. 
However, as each of us has experienced in our own practice 
and interactions with the healthcare system, processes do not 
always run cleanly or simply, or as planned. Not infrequently, 
physicians and allied healthcare staff adapt to the limitations of 
a system or process to accomplish a patient care goal. Another 
way to look at this is to consider whether events that resulted 
in patient harm might have been prevented with appropriate 
adaptations.  
 
Safety-II also explores the concept of “work as done.” When 
a process or system is created, the designers imagine the 
process functioning in a certain ideal way (“work as imagined”). 
However, due to unforeseen externalities or evolving conditions 
present during execution, healthcare workers may accomplish 
the process in an unexpected way. A simple example could be 
the use of a surgical preference card system. As designed, a 
case preference card system allows the operating room staff to 
prepare for cases in advance and have the necessary equipment 
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Safety-I (what went wrong) vs Safety-II (what went right) 

The Safety-I approach simplifies the complex structure into  
individual weaknesses and corresponding actionable  
improvements.  
 
Implementation of Safety-I has led to development of modes to 
report adverse events and incidents. The compilation of this data, 
including analyses of contributing factors, provides an objective 
assessment of healthcare performance and outcomes. Data  
enables the identification of error trends across healthcare and 
ultimately broad efforts for overall improvement. Often these 
efforts involve process standardization and a system of checks 
and balances. For example, the operating room pre-procedure 
verifications or time-out checklists are standardized routines that 
have been developed to prevent wrong-site surgeries. These 
standardized processes promote compliance with regulations, 
decrease ambiguity, and clarify expectations; and may have their 
greatest benefit in allowing healthcare teams which exchange 
members to understand role expectations. 
 
Safety-I simplifies the multifaceted healthcare system through  
systematic analysis of errors, measurable improvements, and  
standardization of processes to address identified weaknesses  
and risks in an effort to improve patient safety and care.  

available in a timely manner. However, in practice and over time, 
preference cards may become outdated. Rather than rely on the 
preference cards, the staff instead reach out directly to the surgeons 
the day before surgery to confirm equipment needs. This “work as 
done” achieves the goal of preparing the correct equipment but 
completely bypasses the “work as imagined” process.  
 
A Safety-II approach might appreciate the value of the direct 
communication and collaborative effort between the surgeons  
and the nurses as factors contributing to the availability of the 
correct equipment but might also identify that updating the 
preference cards could improve the efficiency of preparation.  
Then the distraction of re-creating the preference card content  
for each case could be avoided, and the professional 
conversations could focus on aspects of a particular procedure 
that require special considerations.  
 
A Safety-II approach highlights the resilience within healthcare 
systems and capitalizes on this resilience to improve outcomes.  
The Safety-II approach also acknowledges performance 
variability as an asset when dealing with inevitable unpredictable 
situations. Safety-II encourages evaluating and reinforcing 
successful behaviors.
 

 

Areas of agreement between Safety-I and Safety-II
As usual in healthcare delivery, it’s not so simple. There are patient care circumstances in which rigid protocols are appropriate, and circumstances 
in which adaptations are necessary. Our recent experiences with COVID-19 have exemplified this. To optimize the safety of care providers when 
patients arrive in emergency rooms or are being prepared for surgery, rigid COVID-19 testing protocols have been implemented. At the same time, 
adaptations to optimize the safety of care providers performing aerosol-generating procedures have evolved over time. 
 
Both Safety-I and Safety-II approaches to patient safety have value. Their judicious application requires thoughtfulness but may be easier 
than it appears at first glance. Many organizations have a formal process for reviewing events involving patient harm, often a variation on the 
traditional standing “M&M” meeting. Efforts to understand why a patient care episode was successful can be structured in a similar manner; 
in addition to a “root cause analysis,” participants can explore “success cause analysis.” 4 Safety-I and Safety-II approaches can be paired, 
with a discussion of contributory factors and capacities, while still acknowledging that many processes are not “decomposable.”  Important 
principles that underpin Safety-II can be applied to Safety-I discussions, such as understanding that 1) patient care decisions and actions 
cannot always be understood as a linear sequence of events, 2) interventions may have unanticipated consequences, and 3) having a  
range of potential responses enhances the capacity to implement the optimal response. 
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—Pamela Roehm MD, PhD  
and Andy McCall, MD

This year’s Annual Meeting (June 18-19) 
features updates in a number of areas of 
Otolaryngology practice which will be 
relevant to general Otolaryngologists as 
well as specialists. Due to the planned 
virtual format of the meeting this year, we 
will be expanding the number and variety 
of sessions, including some sections with 
concurrent content. Sessions will be 
available to be viewed at later times, 
allowing for a greater number of CME 
credits and customizing the meeting to 
topics interesting and critical to your 
practice. 

Carol Bradford MD, the President of 
the AAOHNS, will discuss wellness 
and management of change during 
her featured talk on Friday night. Peter 

The PAO Annual Meeting Features Exciting  
Updates for Your Practice 

Manes, MD, who has served on the 
AAOHNS Physician Payment Policy 
Workgroup and who serves at the 
AAOHNS Coordinator for Health Policy 
since 2017, will discuss Medicare Coding 
Updates in the afternoon on Friday. 

Fridays’ scientific sessions this year 
include What’s New in Sinus Surgery, 
Updates on Dizziness,  Facial Plastics and 
Reconstruction for the Otolaryngologist, 
and Let’s Sleep on It—Obstructive Sleep 
Apnea for Everyone. Each of the talks 
will be given by experts in the field. 
Participation in Question and Answer 
Sessions, which follow each session, will 
be held in real time with the speakers. On 
Saturday, we will hold a 1 hour session 
on Patient Safety featuring Pennsylvania’s 
own Ellen Deutsch, MD and Neerav 
Goyal, MD, which will be applicable to 
patient safety/risk management CME 
requirements.

Saturday will include scientific 
Presentations, including of podium 
presentations of research and QI 
projects. Poster presentations will be 
available for viewing throughout the 
program. The very popular Resident 
Bowl will be also be held on Saturday. 
Prizes for the top podium and poster 
presentations will be awarded after the 
Resident Bowl, as will the prizes for the 
top Resident Bowl teams. The program 
will wrap up with the presentation of 
PAO-HNS Service Awards by PAO 
president John McGinn, MD.

Overall, we have planned a very 
exciting and informative program for this 
years’ meeting. We hope to see you all 
on June 18 and 19. 
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Leadership Development in Otolaryngology Residency 

Lauren Gardiner, MD, Noel Jabbour, 
MD, Jeffrey Simons, MD
Department of Otolaryngology  
Head & Neck Surgery
University of Pittsburgh Medical Center 

Leadership is ubiquitous in healthcare. 
Leadership skills span medical 
specialties, career stages, research 
and development, and advocacy. Yet, 
intentional leadership development is 
not commonplace in medical education 
or residency training. Young physicians 
enter residency with the expectation to 
function effectively within teams, and to 
educate medical students, colleagues, 
and patients. Residents experience 
shortcomings of our complex health 
system on a regular basis – in poor 
patient outcomes, health inequities, and 
ineffective organizational approaches to 
provide quality care. 

Residents are not only tasked to identify 
system deficiencies, but also to work 
towards providing solutions. Uniting 
a group to work towards a common 
goal is a main tenant of leadership 
studies. Traditional leadership paradigms 
are associated with rising seniority 
and an authoritarian leadership-
followership framework. Competency 
based residency training, in which 
a predetermined set of skills are to 
be mastered, enforces reproduction 
of conventional practices and may 
impede critical analysis, creativity, and 
innovation. In contrast, modern physician 
leadership is grounded in self-awareness, 
collaboration and creativity within multi-
disciplinary teams, and daily practice.  

Residency programs have developed 
leadership training with various 
approaches over the past decade with 
success. One study from University of 
Pennsylvania demonstrated that open 
discussion sessions amongst residents 
and faculty on leadership studies has 
facilitated department-wide leadership 
initiatives.1 Some specialties have 

created leadership tracks for senior 
and chief residents, but few residency 
programs have developed a longitudinal 
leadership curriculum throughout all post-
graduate years.2  University of California 
San Francisco’s (UCSF’s) longitudinal 
leadership program revealed impressive 
outcomes – the curriculum had high 
resident satisfaction, impacted long term 
career goals, and influenced residents to 
participate in population health, public 
policy efforts, and to provide care to 
underserved groups post-graduation.3 It is 
clear that leadership should be recognized 
as a teachable skill and an educational 
priority in residency training. 

At the University of Pittsburgh, we are 
establishing a formal, longitudinal 
leadership development model for 
otolaryngology residency. The program 
is skill based. Residents who participate 
in the program will be expected to 
develop the following skills: effective 
communication, leading successful teams, 
organizational culture and change, 
strategic planning, conflict resolution, 
emotional awareness, cultural interest and 
sensitivity, and understanding and practice 
of diversity and inclusion. These skills will 
be developed through open discussion 
format on leadership theory, diversity and 
inclusion, history of the communities we 
serve, public health and policy, and the 
business of medicine. There will also be 
assigned relevant readings on important 
leadership topics and discussion of many 
case-based studies. 

The social climate within our nation has 
evolved over the past decade to positively 
identify major disparities in healthcare 
delivery to patients of varying races/
ethnicities, socioeconomic status, sexual 
orientation, culture, and religion. This 
program will serve to prepare residents to 
not only recognize these inherent biases in 
medicine, but teach methods to eliminate 
and rectify these disparities. 

The practice of leadership skills 
will manifest in a capstone project, 
which could include volunteerism, 
quality improvement, research and 
development, etc. Within the capstone 
project, each resident will be tasked with 
creating an action statement which will 
be presented to the residency program. 
Evaluation of leadership skills will be 
provided in the form of mentorship and 
co-resident feedback and collaboration. 
With the growing prevalence of online 
educational platforms, we hope to 
provide our leadership curriculum 
to other otolaryngology residency 
programs in the future. Leadership 
development within otolaryngology is 
dynamic, unifying, and promotes positive 
change to the ever-evolving healthcare 
landscape. 

1.  Clapp, J. T., Gordon, E. K., Baranov, 
D. Y., Trey, B., Tilin, F. J., & Fleisher, L. 
A. (2018). Encouraging reflexivity in 
a residency leadership development 
program. Academic Medicine, 
93(2), 210-213. doi:10.1097/
acm.0000000000001915

2.  Matalon, S. A., Howard, S. A., 
Gaviola, G. C., Johnson, O. W., 
Phillips, C. H., Smith, S. E., & Mayo-
Smith, W. W. (2018). Customized 
residency leadership tracks: A review 
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