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Below is the second part of our series on the standardization of FUE terminology. Part I appeared in
the September/October 2013 issue of the Forum (Vol. 23, No. 5, p. 165).
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The punch is rotated a full repetitive
360-degree cycle during penetration of the skin. This is usually
done by motor.

The punch is rotated back and forth
through different arcs and repetitions per minute (RPMs) during
penetration. This may be done by hand or by a motor.

When rotation fol-
lowed by oscillation is employed during penetration of the punch.
Rotational speed, arc of rotation, ramp (amplitude from starting
position to ending position) of rotation, ramp of arc, and duration
of each individual cycle may be controlled.

These methods relate the steps that need
to be applied, with a punch or other cutting tool, to release the
graft from the surrounding tissue. All methods take a last final
step common to all the techniques, which is the collection of the
follicle with forceps or suction:

. uses an extraction punch that is inserted to
the desired depth in a single incision using a rotational force,
oscillating force, axial force, or combination of rotation and
oscillation forces.

. uses a sharp punch to first score the skin
using a rotational, oscillating, or axial action. Then either the
same sharp punch or a different punch is inserted through the
epidermis via the same incision to the desired depth using
a rotating or oscillating action. The second punch may be a
different sharp punch or a dull punch.

. uses a sharp punch to score the skin fol-
lowed by a sharp or unsharpened punch to penetrate as in
the two-step method. Then a needle or other sharp device is
used to cut the graft free at the base while traction is applied
with a forceps to remove the graft.

The surgeon holds the punch and the
forceps in both hands at the same time. The grafts are first cut
with the punch in one hand and then removed with the forceps
held in the other hand, one graft at a time and in rapid sequence.

A sharp punch is inserted with a single axial
force applied along the axis of hair growth without rotation or
oscillation. Following the initial axial force a tangential force may
be applied to help loosen the graft prior to removal with forceps.

Also called Lift and Look. The skin is cut
using a punch to first score around the graft. Next, the cluster is
pulled from the surface of the skin so that the surgeon can see
the direction of hair growth and splay. Then a series of maneu-
vers may be used to dissect down along the follicular unit. The
process may be assisted using suction to clear the visual field.
This is when a sharp punch is inserted
along the course of the follicle to facilitate its extraction.
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This is when an unsharpened punch is in-
serted along the course of the follicle to facilitate its extraction.
The dull dissection uses a dull punch with an unsharpened edge
that has a wide wall to allow a wedge-like configuration with
the aim of separation of the follicles from the surrounding tissue.

This is defined as the anterior traction used for the
removal of the graft, after it has been punched. Grafts may be
pulled with a one-hand pull with a single forceps, a two-hand pull
with two forceps, with an ATOE (see below), or with suction.

This is a superficial cutting of the epidermis and
dermis with a punch, to produce a superficial circumferential or
semicircle incision around a follicular grouping.

This refers to the utilization of different ac-
cessories on or around the punch to precisely control the depth
to which the punch can be inserted.

The punch is inserted only to a
depth of 1.8-3mm, but typically 2-3mm, in order to release the
follicles from the surrounding tissue with the help of forceps.
Limited depth extraction minimizes follicle transection.

The punch is inserted the full length
of the follicle (from 4 to slightly more than 6mm depending on
the patient) to meet or exceed the level of the bulbar region of
the follicular group and completely free the follicle(s).

This is the physical movement of the
follicle in reaction to the axial and tangential forces resulting
from the physical process of follicular unit extraction.

Thisistheforce applied parallel down the cen-
terline of the hair follicles during graft extraction. When the force
is evenly distributed, the force is concentric. When the force is
unevenly distributed, the force is termed eccentric. Because the
inferior margin of the punch touches the skin first due to angle
of hair growth, the force is often greater on the inferior aspect of
the tissue during graft removal. This uneven force often causes
follicle displacement.

This is the force applied through rotation

or oscillation of a punch around a follicle or group of follicles.

Tension may be applied to the

donor area to stabilize the fluidity of the tissue. Tension may be

applied by a variety of means including the following: tumes-

cence, clamps, or manual or stretching forces applied through

other means such as tensioners or stapling a latex material from
one side of the scalp to the other.

This is when the follicles being extracted within

a follicular group are perfectly centered in the punch during its

insertion.

Thisis a specialized forceps
with specialized design, created to facilitate a rapid extraction
of the previously dissected grafts.

Thisisthetemporal difference between

www.ISHRS.org



Hair Transplant Forum International

the time when the punch incises
the grafts using a single step
or multiple step process and
the time when the grafts are
physically removed from the
donor area. Following the delay
in extraction, the grafts may be
placed in a holding solution or

Figure 1. Aide to Extraction (ATOE).

reinserted into the scalp immediately.
Defined by the distance from the surface
of the skin to the full length of the follicle below the hair bulb.
This is the quantity of time between the
removal of the graft containing one or more than one follicles
from the donor area with forceps or suction and the reinsertion of
the graft into the recipient area. The graft may go into a holding
solution first or it may be immediately placed into a recipient site.

The tool by which
the punch is held, carried, and
depth controlled. There are
some different handlesfor the
manual FUE technique, the
most popular are the Versi
handle and the CIT manual
punch handle.

Figure 2. Versi handle and CIT manual
punch handle.

This is a cylindrical

punch usually made of stainless steel.
This is a punch
whose tip is coated with titanium nitride
(TiN) so that the punch has a character-
istic gold colored tip. This improves the

lifespan of a sharp punch.

This is a punch with a
serrated cutting edge that offers
many small points of contact with
the skin. It can also be called a
triple wave punch (Rassman).

Thisis
a very sharp, thin walled punch
with serrated tips that reduce the
surface area in contact with the
skin with the aim to diminish the
amount of frictional force (Cole
Instruments).

is the diameter from
the external surface on one
side of a punch to the external

Figure 3. Cannula punch.

Figure 4. TiN coated punch.

Figure 5. Serrated punch.

Figure 6. Serrounded punch.

surface on the opposite side of the punch.
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of the punch to the cutting part on the opposite side of the
punch. For the same external diameter, the cutting edge
diameter may vary depending on the position of the bevel.
The cutting edge diameter is the main measurement of the
punch and it should be used as the main point of reference
for all companies that manufacture punches. Currently, the
most widely used reference is, incorrectly, the inner diameter.
The cutting edge diameter is equal to the external diameter
in an inside bevel punch and is equal to the internal diameter
in an outside bevel punch, and is between the internal and
external diameter in a center bevel punch. Attention should
be paid to the specifics of the size of the punch as different
manufacturers vary in their production standards.

(or inside bevel punch) has the cut-
ting edge of the bevel located on the external surface of the
wall of the punch.

(or middle bevel punch) has the
cutting edge of the bevel located on the middle of the wall
of the punch. The location of the cutting edge is not always
EXACTLY in the middle wall of the punch.

(or outside bevel punch) has the
cutting edge of the bevel located on the inside face or at the
inner part of the wall of the punch.

Figure 7. Classification of punch by the cutting edge.

has a cutting edge diameter that is equal to or
less than 0.8mm.
has a cutting edge diameter that is greater
than 0.8mm and less than 1mm.
has a cutting edge diameter that is equal to or
greater than 1.0mm.

Figure 8. Classification of punch by the diameter of the cutting edge.

. isthe diameter from theinter-
nal surface on one side of a punch to the internal surface on has a
the opposite side of the punch. Some punches have an internal sharpened cutting edge.
diameter that is larger at the cutting edge and narrower inthe ~ © has an edge

body of the punch. that is not sharpened.
o is the diameter from Figure 9. Sharp punch.

the cutting part of the punch (end of the bevel) on one side < page 212
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Message from the 2014 Annual Scientific

Meeting Program Chair

Damkerng Pathomvanich, MD Bangkok, Thailand path_d@hotmail.com

It is a privilege and an honor to be
appointed by our president Dr. Vincenzo
Gambino as Program Chair for the 22nd
ISHRS Annual Scientific Meeting to be
held in Bangkok, Thailand, November
12-16, 2014. I would like to thank him
for trusting me to serve as Chair, and |
will try my best to provide world-class
education in basic science, current
trends, and new developments as well
as research in the field of hair restoration surgery. As a native
Thai and Chair, I would like to invite all of you to attend and
to submit abstracts for presentation at the upcoming Bangkok
meeting. This year we are considering an e-poster instead of
the traditional large paper poster. By foregoing paper posters,
not only is it better for our environment and frees up space for
exhibitor displays, but it also will make it more convenient for
presenters as they will not need to carry them to Thailand.
This year the ISHRS has coordinated with the Asian Associa-
tion of Hair Restoration Surgery (AAHRS) to offer a Live Surgery
Workshop one day prior to our ISHRS annual meeting, on Novem-
ber 11, 2014. Those who are interested in observing live surgery can
make direct inquiries to AAHRS to register for this Live Surgery
Workshop by visiting their website at www.aahrs.asia. The ISHRS
has also coordinated with the American Board of Hair Restoration
Surgery (ABHRS) to offer the ABHRS/IBHRS Exam in Bang-
kok on November 10, 2014. Those who are interested in sitting

for this exam

should contact

the ABHRS at

abhrs@sbc-

global.net.

For the past two decades the

ISHRS Annual Scientific Meeting has

been held in North America, Europe,

Australia, and Central America. This

is the first time that the ISHRS Annual
Scientific Meeting will take place in Asia. After careful selection
among many Asian countries, Bangkok, the capital of Kingdom
of Thailand, was selected. The venue will be the Shangri-la Hotel,
which is one of the best hotels in Thailand and located on the
beautiful Chao Phaya River. The hotel is conveniently located
in the heart of the city and is a short distance away from the key
attractions that the city has to offer. It is my wish that doctors
and medical professionalswill be ableto attend as Thailand has
a fairly relaxed VISA policy for most nationals from around the
world. November is considered one of the best times of the year
to visit Thailand, and I hope that you will come to appreciate
why Bangkok is considered the Venice of the East.

The theme for the Bangkok meeting is “‘Reflections for Ul-
timation: Evaluating the Current and New Trendsin Hair
Restoration Surgery for Optimum Outcomes.” Please mark
this event on your calendar and plan to attend. I look forward to
seeing you all in 2014.

< from page 211

The por-
tion of the scalp that contains
follicles presumed to be the per-
manent hair within the donor area.
This presumed permanent “safe
donor area” is based on years of
experience in hair restoration by
a number of physicians, but it is
impossible to accurately define this surface area in all patients.
In some individuals, this surface area may be greater, while in
others, it may be less. Furthermore, there is no guarantee that all
follicles within a “safe donor area’ are permanent. This is a very
difficult area to define, especially in young patients.

This is a template that alows the
margins of the presumed safe donor zone and extraction zones
to be marked.

Figure 10. Dull punch.
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This defines the zones of the safe
donor area from which grafts should be extracted:

. are within the presumed safe donor
zones of the occipital and temporal regions.
. are zones of secondary use and include

the nape of the neck and areas located inferior to the major
donor regions. Hair in these regions is less reliably presumed
to be in the safe donor zone in patients who do not have ex-
treme degrees of hair loss. Individuals with higher degrees
of hair loss will often lose hair in these regions as they age.
Often hairs are finer in these regions and contain a higher
percentage of hair in the telogen phase.

. include the temporal areas in front
of the ears, the supra-auricular areas, and lateral humps.
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