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A shared-decision making process that considers the 
patient’s requests, the three-dimensional imaging–
based diagnosis of the actual full-face deformity, and 
the risk-benefit profile of the existing surgical options 
could support the preoperative orthodontist-surgeon 
interaction when counseling patients and setting the 
surgical plan for maxillary repositioning. The differ-
ence between Western and Asian cultures regarding 
the aesthetic appeal of the zygomatic/malar region 
and facial profile should also be appraised.
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Addressing the Surgical Training Gaps Caused 
by the COVID-19 Pandemic: An Opportunity for 
Implementing Standards for Remote Surgical 
Training
Sir:

Remote surgical training has become a prominent 
alternative to in-person surgical training during the 

coronavirus disease of 2019 (COVID-19) pandemic. 
Yuen et al.1 propose implementation of virtual surgical 
training using Web-based and electronic technology in 
an attempt to address the current training gaps caused by 
the global COVID-19 pandemic. While we agree with the 
authors’ suggestions of online patient conferences, vir-
tual sit-down didactics, utilizing smart devices for rounds, 
telemedicine-assisted clinical visit appointments, and 
live-streaming surgeries via headlights,1 we believe there 
are further suggestions and factors to be taken into con-
sideration to enhance remote surgical training.

For example, Savoy et al.2 suggested smartphone-
assisted, texting-based distribution of educational 
material and short quizzes. In their study, by sending 
texts to medical students and general surgery residents 
about observed cases or patients from rounds, they 
instigated “academic epinephrine” as an educational 
stimulus induced at an unexpected time.2 This method 
of teaching was effective, and the authors received 
positive feedback from trainees. Other examples 
include utilizing smart device questions [through Poll 
Everywhere (San Francisco, Calif.) or Kahoot! (Oslo, 
Norway)] during educational hours and didactic meet-
ings to assure trainee participation. Lastly, surgical vid-
eos, webinars, and surgical and anatomical application 
software (such as Touch Surgery; Touch Surgery Labs, 
London, United Kingdom) can be utilized to maintain 
trainee surgical skills.

In addition, we would like to echo the importance 
of establishing mentorship strategies through structured 
virtual communities in each subspecialty to foster equi-
table access to mentors for trainees, especially during the 
current social isolation due to COVID-19, as proposed by 
Moreno et al.3 The surgical mentors and the leadership 
should step up, support inclusivity in surgery, and offer 
virtual mentorship during the current virtual era.3

As Yuen et al.1 state, telehealth and remote surgi-
cal training should not be regarded as temporary dur-
ing the COVID-19 era but should be implemented in 
surgical training curriculum indefinitely, as there may 
be other factors affecting in-person training, such as 
distance, extraneous factors, and so on.1 Patient con-
venience and health care cost reduction of telehealth 
should also be taken into account in the future when 
offering such services. In a study focusing on telemedi-
cine in cleft palate care and cost analysis, for patients 
living in the United States, 239 miles per visit were saved 
by patients using telehealth; the costs of travel, lodg-
ing, and lost wages due to missing work for appoint-
ments should also be conserved.4 Thus, telemedicine 
not only enhances surgical training but also benefits 
patients. Such benefits would be enhanced in indigent 
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communities and for underserved populations (e.g., 
transgender patients). It can improve accessibility of 
care and medical services for the populations in need.

Telehealth appointments could be popularized 
going forward as they potentially facilitate multidisci-
plinary care (multiple medical specialists on the call at 
once), eliminate travel time for patients attending mul-
tiple appointments, help with wound care assessment 
and postoperative flap care, facilitate early detection 
of complications, and eliminate logistical problems for 
organizing coordinated care.5

Furthermore, plastic surgeons offering gender 
affirmation surgery, as an example, are not ubiquitous. 
By offering preoperative and postoperative telehealth 
services, patients are required to travel only for the pro-
cedure, while receiving the rest of their care through 
this medium. This would address the health disparities 
some patients may experience due to geographical 
barriers. In addition, by being allowed to participate in 
these telehealth appointments for gender affirmation 
surgery, trainees will gain experience in this important 
field of plastic surgery.

In terms of patient satisfaction with telemedicine, 
it is apparent that there are favorable clinical evalua-
tions for telemedicine appointments in comparison 
to in-person appointments. In a patient satisfaction 
study conducted before the coronavirus pandemic, 
Funderburk et al.6 reported that 96 percent of plastic 
surgery patients indicated a willingness to use tele-
health again in the future, while 70 percent said they 
were satisfied with the telehealth experience, and 25 
percent were somewhat satisfied.

Overall, this is a very important concept and a 
promising area of focus for plastic surgery training, 
enhancing the efficacy, efficiency, safety, and con-
venience of patient care. Although there are chal-
lenges with telemedicine for remote surgical training, 
such as internet connections for all involved parties, 
devices capable of supporting telemedicine, and 
compliance with the Health Insurance Portability 
and Accountability Act, it is obvious the current gap 
of care due to COVID-19 can be addressed by tele-
medicine, which could revolutionize plastic surgery 
and patient care in the future. Although nothing can 
replace intraoperative observation of and assistance 
with cases by trainees, especially with the recent bans 
on elective surgery being lifted, video conferencing 
for students and residents in training is an invaluable 
addition to patient care.
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Reply: Addressing the Surgical Training Gaps 
Caused by the COVID-19 Pandemic:  
An Opportunity for Implementing Standards  
for Remote Surgical Training
Sir:

We would like to thank Dr. Hamidian Jahromi et 
al. for their thoughtful and well-written commentary on 
our Viewpoint article.1 We strongly agree that the imple-
mentation of a texting-based distribution of educational 
materials by smartphones is an excellent way to enhance 
remote learning.2 Moreover, surgical videos, webinars, 
and surgical training software are also exceptional ways 
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