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CST	Evaluation	of	Donor	and	Recipient	Areas	Before	and	After	FUT	and	FUE		
John	P.	Cole,	MD.	 
International	Hair	Transplant	Institute,	Alpharetta,	GA,	USA.	Private	practice	physician.	
J.P.	Cole:	None.		
 
TAKE	HOME	MESSAGE:	 
Strips	are	best	suited	for	procedures	involving	minimal	hair	loss,	while	FUE	is	best	suited	for	cases	
where	hair	loss	is	substantial.	 
ABSTRACT:	 
In	1998	the	author	introduced	the	term	“hair	mass”	and	defined	it	as	the	volume	of	hair	transferred	
to	the	balding	area.	The	volume	or	mass	of	hair	transferred	could	be	calculated	from	the	mean	hair	
volume	with	the	hair	10	cm	in	length	multiplied	by	the	total	number	of	hairs	transferred	in.	In	a	
series	of	examples,	the	author	showed	that	hair	diameter	was	more	important	in	predicting	coverage	
than	graft	size,	total	number	of	grafts,	or	donor	hair	density.	Hair	mass	was	introduced	as	a	means	to	
predict	coverage	based	on	mean	hair	diameter,	the	surface	area	of	loss,	and	the	total	number	of	hairs	
transferred.	Unfortunately,	this	prediction	required	measurement	of	the	mean	hair	diameter	and	a	
calculation	of	the	total	number	of	hairs	transferred.	This	places	a	tremendous	burden	on	the	staff	and	
physician	to	make	multiple	evaluations	and	summations	of	data.	Furthermore,	Caucasian	hair	is	
typically	elliptical	in	shape.	As	such,	hair	diameter	along	one	minor	axis	is	always	less	than	the	
diameter	along	the	major	axis.	This	disparity	may	require	a	large	number	of	individual	evaluations	to	
arrive	at	an	acceptable	average.	Jim	Arnold	asked	the	author	if	there	was	a	way	to	more	easily	
calculated	the	mean	hair	diameter	than	to	look	at	individual	hairs.	The	author	stated	that	one	could	
bundle	hair	like	spaghetti	noodles	or	pencils	and	measure	either	the	diameter	or	the	circumference	
of	the	entire	bundle,	but	without	knowing	the	exact	number	of	hairs,	one	could	not	estimate	the	
mean	hair	diameter.	Subsequent	to	this	presentation	Arnold	arbitrarily	chose	a	4	cm2	area	to	bundle	
hair	and	determine	the	circumference.	He	introduced	the	term	“Hair	Mass	Index”	(HMI).2	Arnold	
described	a	method	to	determine	the	HMI.	Arnold	bundled	4	cm2	of	hair,	spun	it	into	a	single	mass,	
and	then	measured	the	circumference	of	that	mass	of	hair	using	a	string.	He	calculated	the	radius	
using	the	formula	Circumference	=	.	He	then	divided	this	by	4	to	obtain	the	radius	of	on	square	
centimeter.	If	one	then	uses	the	formula	surface	area	of	a	circle	(	),	one	has	the	surface	area	of	1	cm2	
of	a	bundle	of	hair.	One	may	not	estimate	the	mean	diameter	of	the	hair	unless	one	knows	how	many	
hairs	are	in	the	bundle,	which	one	can	only	inaccurately	estimate.	The	first	measurement	of	HMI	
relied	on	string	to	measure	the	circumference	and	to	calculate	the	surface	area.	Neidel	further	
described	the	hair	mass	index	in	writing	and	defined	the	first	HMI	values:3	 
0.18	to	0.32	mm2	cosmetic	effect	of	fine	hair	
0.32	to	0.5	mm2	cosmetic	effect	of	normal	hair	
0.5-0.72	mm2	cosmetic	effect	of	thick	hair	
One	problem	with	the	HMI	was	that	there	was	no	standard	tension	on	the	string	so	the	calculations	
were	subject	to	variability.	All	one	needs	to	do	is	multiply	the	hair	length	by	this	HMI	to	calculate	the	
estimated	hair	volume	of	one	cm2	of	hair.	The	concept	allows	us	to	more	objectively	predict	coverage	
and	suitability	for	hair	restoration	surgery.	 
In	2008	Cohen	introduced	the	cross	section	trichometer,	which	measures	(mm2	hair	per	cm2	scalp)	
X	100.	The	device	relies	on	a	1	X	4	mm	plastic	hook,	a	optimal	and	standard	compression	load,	and	an	
accurate	digital	interpretation	of	the	compressed	surface	area	of	the	bundle	of	hair	divided	by	4.	The	
stated	ranges	for	4	cm2	of	hair	were	3.0	(fine	hair	60	micrometers)	to	4.0	(coarse	hair	80	
micrometers).	Of	course	these	estimates	are	based	on	the	highly	inaccurate	assumption	of	Cohen	that	
4	cm2	contains	800	hairs.	The	device	divides	the	4	cm2	to	obtain	the	trichometer	index	and	displays	
this	in	a	digital	readout.	Dividing	the	range	of	3.0	to	4.0	by	4	and	multiplying	by	100	translates	to	a	
normal	range	of	75	mm2/cm2	to	100	mm2/cm2.	Cohen	suggested	the	device	might	be	useful	to	
evaluate	 
response	to	treatment	(surgical	and	medical),	progression	of	hair	loss,	quantify	the	donor	hair	
available	for	transplantation,	detection	of	early	balding,	and	quantify	mass	in	a	particular	area	of	
thinning	or	shedding.	 



In	2011	Bauman	presented	similar	data	to	confirm	that	the	occipital	average	was	75	to	100	
mm2/cm2	in	250	patient	evaluations.4	Including	this	data	he	presented	no	additional	information	
regarding	his	experience	using	the	trichometric	index	than	Cohen	presented	in	his	2008	paper.	 
The	first	thing	one	notes	is	that	the	cross	section	surface	area	seems	to	depend	on	the	method	of	
evaluation.	For	example	cross	section	surface	area	ranges	as	defined	by	Neidel	are	significantly	
different	than	the	cross	sectional	surface	area	defined	by	Cohen	and	Bauman	using	hair	check	 
What	is	lacking	with	the	cross	section	trichometer	is	real	life	experience	to	document	it’s	
applicability,	precision,	reliability,	and	potential	to	predict	clinical	outcomes	from	hair	restoration	
surgery.	In	an	effort	to	determine	this	information,	the	author	performed	Hair	Check	in	multiple	
locations	along	with	mean	hair	diameter,	follicular	density,	quantification	of	total	follicular	density	
available,	and	bald	surface	area	measurements.	In	doing	this,	the	author	was	able	to	show	that	it	is	
possible	to	predict	coverage	based	on	a	single	pre-operative	assessment.	The	author	wanted	to	
insure	that	two	units	produce	similar	results.	Two	units	did	produce	similar	results.	 
Does	the	Cross	Sectional	Trichometric	Index	(CSTI)	with	Hair	Check	provide	clues	to	potential	
response	and	coverage	from	hair	transplantation?	The	CSTI	indeed	does	provide	excellent	
prognostication	to	the	potential	coverage	in	a	defined	area	of	hair	loss.	At	what	percentage	of	hair	
loss	in	comparison	to	the	donor	area	does	hair	loss	become	evident.	It	becomes	evident	around	50%	
in	the	crown,	but	far	more	hair	loss	is	required	to	give	the	illusion	of	hair	loss	in	the	front	and	top	
region	of	the	scalp.	 
Methods:	
The	Cross	Sectional	Trichometric	Index	(CSTI)	was	done	in	four	locations	in	over	100	patients	using	
the	Hair	Check	device.	The	CSTI	was	done	in	the	frontal	zone,	top	of	the	scalp,	crown,	and	donor	area.	
Hair	density	and	follicular	density	were	measured	at	the	mid-point	along	a	line	between	the	mid-
occiput	at	the	inion	and	a	point	3	cm	above	the	tragus	with	the	head	in	the	Franklin	plane.	A	
photograph	was	taken	of	the	donor	area.	We	measured	20	hairs	to	determine	the	mean	hair	shaft	
diameter	using	a	Mitutyo	Digital	micrometer	at	40X	magnification.	CSTI	was	done	with	a	separate	
unit	in	the	donor	area	to	determine	if	both	devices	had	similar	readings.	 
The	surface	area	of	hair	loss	was	measured	using	digital	photography	and	Hairmes	software.	 
We	defined	the	recipient	area	into	three	zones.	The	frontal	zone	was	measured	between	4-11	cm	
above	the	glabella,	the	top	was	measured	between12-16	cm	above	the	glabella,	and	the	crown	was	
measured	17-27cm	above	the	glabella.	The	donor	area	was	measured	31-35	cm	from	the	glabella.	All	
measurements	were	done	using	the	glasses	and	cm	scale	provided	with	Cohen’s	Hair	Check	Kit.	We	
measured	the	CSTI	at	all	four	points	on	the	scalp.	 
We	compared	global	photography	of	the	recipient	area	to	the	CSTI.	We	determined	if	hair	loss	was	
apparent.	We	then	compared	the	optical	effect	of	coverage	to	the	CSTI.	 
We	compared	the	CSTI	in	the	donor	area	to	the	CSTI	in	the	recipient	area.	We	calculated	the	
percentage	of	loss	by	subtracting	the	measurement	in	the	recipient	area	from	the	CSTI	in	the	donor	
area	and	multiplying	by	100.	We	measured	the	density	in	the	donor	area	using	photography	to	
estimate	the	number	hairs	and	the	number	of	follicular	units	in	the	donor	area.	 
Placing	saran	wrap	on	the	scalp	and	then	tracing	the	surface	area	of	hair	loss	with	in	indelible	
Sharpie	marker	allowed	us	to	approximate	the	surface	area	of	hair	loss.	After	tracing	the	area	of	loss	
on	the	saran	wrap,	we	photographed	the	surface	area	at	a	90	degree	angle	on	a	flat	surface	with	a	
metric	ruler	next	to	the	tracing.	The	metric	ruler	then	allowed	us	to	calibrate	the	Hairmes	software	
and	estimate	the	surface	area	of	loss	of	the	irregular	shaped	area.	We	noted	the	range	of	loss	for	the	
front,	top,	and	crown	in	a	series	of	patients.	We	then	compared	the	surface	area	of	loss	to	the	other	
objective	findings	to	analyze	our	capacity	to	create	the	illusion	of	coverage.	 
Results:	Evaluation	of	CSTI	showed	that	the	range	was	much	greater	in	the	donor	area	than	
previously	reported	by	either	Cohen	or	Bauman.	Comparison	of	two	different	hair	check	units	
revealed	that	the	CSTI	results	of	both	units	were	similar.	Dividing	the	4	square	cm	into	1	sq	cm	boxes	
whose	values	were	combined	resulted	in	close,	but	different	values	than	a	4	sq	cm	box.	Comparison	
of	donor	area	density	and	hair	shaft	diameters	to	the	CSTI	showed	that	the	CSTI	value	gave	clues	to	
the	hair	density	and	hair	diameter.	However	it	is	a	CSTI	value	does	not	identify	whether	it	is	the	hair	
density	or	the	hair	diameter	that	leads	to	a	high	or	low	CSTI	value.	In	other	words	a	high	diameter	
and	a	high	density	might	lead	to	a	high	CSTI,	but	an	average	density	and	a	high	diameter	might	also	
produce	a	high	CSTI.	We	are	still	evaluating	how	the	CSTI,	hair	density,	and	hair	diameter	may	



influence	the	physicians	capacity	to	predict	coverage	in	a	given	surface	area	that	is	defined	by	
Hairmes.	We	are	also	still	evaluating	the	CSTI	to	determine	if	one	might	determine	the	mean	hair	
shaft	diameter	by	estimating	the	hair	count.	Evaluation	of	the	CSTI	value	of	the	recipient	area	in	three	
different	zones	on	the	scalp	showed	that	a	loss	greater	than	50%	from	the	donor	area	CSTI	value	can	
still	result	in	good	coverage	in	both	the	frontal	area	and	the	top	area	of	the	scalp.	A	smaller	loss	in	the	
crown	area	as	defined	by	comparison	of	the	CSTI	values	in	both	the	crown	and	donor	area	will	give	
evidence	of	hair	loss.	In	other	words	hair	loss	in	the	crown	area	appears	to	become	evident	with	a	
much	smaller	degree	of	CSTI	decline	as	compared	to	the	donor	area	CSTI.	Replacing	only	The	surface	
area	of	hair	loss	for	the	frontal	area	depends	on	where	the	hair	line	is	located	and	how	broad	the	
hairline	is	drawn.	The	variation	in	the	study	are	reported	for	the	front,	top,	and	crown.	The	mean	
donor	area	CSTI	for	my	patients	was	68.9,	which	is	considerable	lower	than	the	data	reported	by	
both	Bauman	an	Cohen.	We	compared	the	CSTI	to	the	hair	density,	follicular	density,	and	hair	
diameter	to	evaluate	correlations	between	these	values	and	the	surface	area	of	hair	loss	as	noted	by	
Hairmes.	The	following	chart	compares	the	mean	cross	sectional	trichometry	for	three	categories	of	
patients	including	those	who	had	no	prior	surgery,	those	who	had	one	or	more	strip	procedures,	and	
those	who	had	one	or	more	FUE	procedures.	The	total	number	of	cases	evaluated	to	date	is	253.	 
Status	CST1	CST2	Mean	Diameter	Follicular	Density	Hair	Density	N	 
No	Surgery	72.94	72.94	72.44	Prior	Strip	52.35	52.05	69.48	FUE	65.9	69.67	71.31	 
76.48	190.75	95	67.05	165.72	111	69.82	175.98	47		
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Utilizing	the	HairCheck	Device	to	Assess	the	Preservation	of	Hair	Mass	after	Hair	
Restoration	Utilizing	Strip,	Dull	Punch	FUE	and	Robotic	FUE	Graft	Harvest	
Techniques	 
James	A.	Harris,	MD.	 
The	Hair	Sciences	Center	of	Colorado,	Greenwood	Village,	CO,	USA.		
 
James	A.	Harris,	MD,	FACS,	received	his	medical	degree	with	honors	from	the	University	of	Colorado,	
Denver,	Colorado.	He	is	a	Diplomate	of	the	ABHRS,	Fellow	of	the	American	College	of	Surgeons	and	
member	of	the	International	Society	of	Hair	Restoration	Surgery.	He	is	a	Clinical	Instructor	of	Hair	
Transplantation	at	the	University	of	Colorado	in	Denver,	Colorado.	Dr.	Harris	has	developed	a	
surgical	methodology	and	instrumentation	for	performing	follicular	unit	extraction	(FUE)	that	
ensures	graft	safety	and	integrity	called	the	Harris	SAFE	System	and	was	a	principle	investigator	in	
the	development	of	the	ARTAS	System	robot	for	FUE.	 
J.A.	Harris:	Employment;	HSC	Development.	Research	Grant	(principal	investigator,	collaborator	or	
consultant);	Restoration	Robotics.	Ownership	Interest	(owner,	stock,	stock	options);	HSC	
Development,	Restoratoin	Robotics.	 
TAKE	HOME	MESSAGE:	 
The	data	presented	will	allow	the	participant	to	evaluate	the	potential	of	the	hair	mass	measurement	
to	be	used	as	a	metric	for	hair	survival	after	transplant.	There	will	also	be	preliminary	data	to	begin	
evaluating	harvest	methods	for	the	ability	to	preserve	hair	mass.	 
ABSTRACT:	 
Introduction:	
The	traditional	method	for	assessing	the	survival	rates	of	a	transplant	methodology	is	to	perform	
hair	counts.	In	 
addition	to	being	tedious,	this	method	does	not	account	for	the	possibility	that	the	transplanted	hair,	
in	addition	to	any	preexisting	hair	in	the	transplanted	area,	may	suffer	a	diminution	of	hair	shaft	
diameter	causing	a	result	that	is	less	than	what	would	have	been	expected	given	the	survival	rate	
based	on	hair	counts.	Another	factor	which	could	impact	the	final	result	is	permanent	damage	and	
loss	of	pre-existing	hair	in	the	recipient	area.	With	the	advent	of	the	HairCheck	device	we	have	a	tool	
that	will	allow	the	investigator	to	assess	the	hair	mass	in	the	recipient	area,	the	hair	mass	of	the	



grafts	being	implanted	and	the	final	hair	mass	of	the	grafts	and	pre-existing	hair	to	derive	an	overall	
“hair	mass	survival	rate.”	 
Objective:	
This	study	is	designed	to	develop	the	feasibility	of	this	hair	mass	measurement	technique	is	assessing	
transplant	and	native	hair	survival	and	to	provide	preliminary	data	in	the	comparison	of	strip,	blunt	
punch	powered	FUE	and	robotic	FUE	harvest	techniques.	 
Materials	and	Methods:	 
Two	patients	were	recruited	to	undergo	each	of	three	harvest	techniques:	strip,	blunt	punch	
powered	FUE	and	robotic	FUE.	In	each	patient	three	recipient	regions	in	the	crown	measuring	two	by	
two	centimeters	were	tattooed	for	subsequent	evaluation.	The	HairCheck	device	was	used	to	
measure	the	hair	mass	of	any	pre-existing	hair	in	the	tattooed	regions	and	the	values	were	recorded.	
The	following	graft	harvest	protocol	was	utilized	in	both	study	patients:	Utilizing	the	strip	harvest	
method	and	leaving	the	donor	hair	long,	a	portion	of	the	strip	was	that	contained	approximately	40-
60	grafts	was	separated	and	the	hair	mass	measured	and	recorded.	The	individual	follicular	units	
were	then	separated	from	the	strip	using	the	standard	microscopic	dissection	technique.	Next,	
individual	follicular	units	were	identified,	the	associated	hair	was	cut	and	a	powered	blunt	punch	
FUE	device	was	then	utilized	to	harvest	the	graft.	If	there	was	a	graft	produced,	as	opposed	to	a	cap	
or	complete	graft	transection,	the	hair	was	placed	on	a	piece	of	single	sided	tape.	This	was	repeated	
approximately	60	to	80	times	and	then	when	complete	the	hair	mass	of	the	collected	hair	was	
measured	and	recorded.	Finally,	a	similar	procedure	was	accomplished	with	a	robotic	FUE	device.	
The	graft	counts	were	then	recorded	and	the	appropriate	number	of	parallel	recipient	sites	using	a	1	
mm	chisel	profile	blade	were	made	in	each	of	the	tattooed	boxes	and	the	grafts	were	subsequently	
placed	using	jeweler’s	forceps.	Theoretically	the	hair	mass	after	the	grafts	have	grown	should	be	the	
sum	of	the	pre-existing	hair	plus	the	mass	of	the	transplanted	hair.	The	plan	is	to	check	the	hair	mass	
in	each	of	the	tattooed	boxes	in	order	to	assess	the	preservation	of	hair	mass	of	the	grafts	and	the	
pre-existing	hair	with	each	of	the	harvest	techniques.	The	measurements	will	be	taken	at	8	and	12	
months	post	op.	Discussion	and	 
Results:	 
Pending.	 
Conclusions:	
The	study	will	help	in	establishing	the	validity	of	using	the	hair	mass	measurement	of	the	HairCheck	
device	for	assessing	graft	survival.	This	study	will	also	provide	some	preliminary	data	regarding	the	
preservation	of	hair	mass	after	utilizing	three	methods	of	graft	harvesting.	 
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Breakfast	with	the	Experts,	Table	Leader	on	the	Topic	of	"How	to	Perform	Cross-	
Sectional	Trichometry"	 
Bernard	Cohen,	MD.	
	 
Dept.	of	Dermatology	&	Cutaneous	Surgery,	University	of	Miami,	Miami,	FL,	USA.	 
Dr.	Cohen	is	the	inventor	of	Cross	Section	Trichometry.	He	is	a	Diplomate	of	the	ABHRS,	a	Diplomate	
of	the	American	Academy	of	Dermatology,	and	a	Clinical	Professor	at	the	University	of	Miami	School	
of	Medicine,	Department	of	Dermatolgy.	Dr.	Cohen	is	recipient	of	the	ISHRS	Platinum	Follicle	award	
2010.	 B.	Cohen:	Ownership	Interest	(royalty,	patent,	or	other	intellectual	property);	Owns	patents	
and	receives	royalties.	 
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The	Effect	of	Cold	Laser	Therapy	on	Hair	Mass	as	Measured	by	Cross	Sectional	
Diameter		
Sara	M.	Wasserbauer,	MD.		
Walnut	Creek,	California 
Dr.	Sara	Wasserbauer,	is	a	Diplomate	of	the	American	Board	of	Hair	Restoration	Surgery,	based	in	the	
California	Bay	Area.	She	has	dedicated	her	professional	career	to	the	medical	restoration	of	hair	for	
both	male	pattern	and	female	pattern	hair	loss.	Located	in	Walnut	Creek,	CA,	she	believes	that	when	
performed	properly,	by	a	skilled	and	artistic	surgeon,	modern	follicular	unit	hair	transplants	can	
have	dramatic	results	for	the	patient,	not	only	restoring	their	hair,	but	giving	them	back	their	lives	
and	dignity.	She	has	been	the	principal	investigator	for	Restoration	Robotics	for	the	ARTAS,	featured	
on	The	Doctors	TV	show,	and	writes	an	occasional	column	for	the	Forum.	She	likes	tough	cases,	niche	
procedures,	good	data,	and	a	scotch	now	and	then...	 
S.M.	Wasserbauer:	Research	Grant	(principal	investigator,	collaborator	or	consultant);	ISHRS	Grant	
Award	recipient.	Other	Research	Support	(receipt	of	drugs,	supplies,	equipment,	or	other	in-kind	
support);	HairCheck	cartriges	obtained	at	discounted.	 
TAKE	HOME	MESSAGE:	 
Preliminary	data	from	this	study	elucidates	intra-	and	inter-operator	variability.	Final	data	will	help	
determine	Laser	Hair	Therapy	effects	on	hair	mass.	 
ABSTRACT:	 
This	is	a	mid-study	report	of	the	investigation	being	conducted	at	my	office	whose	aim	is	to	assess	
the	effect	of	twice	weekly	Low	Level	Laser	Therapy	(LLLT)	on	hair	mass	using	the	Revage	670	laser	
(a	laser	device	that	has	already	been	approved	by	the	FDA	for	safe	use	on	patients).	The	hypothesis	is	
that	one	year	of	twice	weekly	20	minute	treatment	will	produce	measurable	improvements	in	the	
hair	mass	of	patients	with	androgenetic	alopecia.	Hair	mass	measurement	(using	the	HairCheck	
technology),	unlike	traditional	phototrichograms	which	measure	density	alone,	has	the	unique	ability	
to	measure	changes	in	both	hair	density	and	hair	diameter	–	the	two	anatomic	hallmarks	of	hair	loss	
and	growth.	 
Cold	lasers	(LLLT)	are	routinely	touted	as	effective	treatments	for	hair	loss	and	specifically	claim	to	
increase	hair	growth.	There	are	few	studies	in	the	field	of	hair	medicine	to	support	these	claims,	and	
often	the	treatments	are	promoted	by	non-physicians,	leading	to	further	confusion.	This	study,	while	
small,	will	provide	objective	data	to	either	support	or	refute	these	claims,	as	well	as	provide	an	initial	
basis	on	which	future	studies	may	be	initiated.	 
Although	studies	counting	hairs	per	square	centimeter	of	scalp	(before	and	after	treatment)	have	
been	conducted	as	directed	by	the	FDA,	they	do	not	take	into	consideration	the	wide	range	of	hair	
diameters	that	characterize	the	miniaturization	of	hair	shaft	diameter	seen	in	patients	with	
androgenetic	alopecia	and	are	therefore	relatively	imprecise.	Cross-sectional	trichometry	technology	
(via	a	Hair	Check	device,	www.haircheck.com)	simultaneously	measures	both	the	diameter	and	hairs	
per	square	centimeter	thus	measuring	hair	mass.	This	has	been	scientifically	documented	as	
equivalent	to	dry	hair	weight	measurement	–	the	industry	gold	standard	–	at	a	fraction	of	the	cost.	
Additionally,	because	the	technology	is	relatively	new,	scientific	studies	using	a	cross-section	
trichometer	(HairCheck)	device	for	measuring	hair	mass	have	not	been	performed	on	a	large	scale	or	
in	a	long	term	study	although	admittedly,	the	popularity	and	rationale	for	using	this	technology	is	
growing.	This	study	would	have	the	added	benefit	of	testing	both	intra-	and	inter-operator	
reproducibility	for	this	new	hair	measuring	technology.	Thus	far,	29	patients	have	been	enrolled	
including	roughly	ten	in	the	control	group.	Three	patients	have	dropped	out	–	two	females	due	to	
pregnancy,	and	one	male	who	was	unable	to	meet	the	time	commitment.	 
Pt	#	Sex	Case	Type	Start	Date	1	M	Treatment	9/15/12	
2	M	Treatment	9/25/12	
3	M	Treatment	9/26/12	 
4	M	Treatment	11/14/12	5	M	Treatment	10/23/12	6	M	Treatment	10/11/12	7	M	Treatment	
11/9/12	8	M	Treatment	11/27/12	9	M	Treatment	12/13/12	10	F	Treatment	9/25/12	11	F	
Treatment	9/28/12	12	F	Treatment	10/2/12	13	F	Treatment	12/19/12	14	F	Treatment	10/11/12	
15	F	Treatment	10/15/12	16	F	Treatment	10/11/12	17	F	Treatment	10/26/12	18	F	Treatment	



12/5/12	19	F	Treatment	1/8/13	20	F	Control	12/5/12	21	M	Control	12/5/12	22	F	Control	
10/31/12	23	F	Control	10/31/12	24	M	Control	10/31/12	25	F	Control	11/8/12	 
26	F	Control	10/31/12	27	F	Control	11/8/12	28	F	Control	12/3/12	29	F	Control	11/1/12	 
Preliminary	data,	while	thin	for	this	OASIS	submission,	promises	to	at	least	elucidate	intra-	and	inter-
operator	variability.	Up	to	three	out	of	the	total	seven	HairCheck	readings	have	been	completed	on	
about	half	of	the	subjects	(not	including	the	controls).	We	look	forward	to	presenting	the	rest	of	the	
data	closer	to	the	date	of	the	conference.	PATIENT	DATA	(raw)		
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The	Clinical	Utility	of	the	Hair	Check	Device		
Russell	G.	Knudsen,	MB,	BS.	 
Knudsen	Clinic,	Double	Bay,	Australia.	 
Dr	Russell	Knudsen	practises	full-time	in	Hair	Restoration	Surgery	and	has	30	years	experience	in	
the	field.	He	is	a	Past-President	of	the	ISHRS.	He	has	practices	in	multiple	cities	in	Australia	and	in	
New	Zealand.	 
R.G.	Knudsen:	None.	 
TAKE	HOME	MESSAGE:	 
CST	via	the	Hair	Check	Device	is	a	simple,	cost-effective	and	very	valuable	assessment	tool	for	both	
the	patient	and	the	physician.	 
ABSTRACT:	 
The	Hair	Check	device	utilises	bundled	Cross	Section	Trichometry	(CST)	to	assess	hair	volume	in	a	
measured	area.	This	simple,	non-invasive	test	creates	values	that	are	reproducible	and	not	
dependent	upon	the	operator	of	the	device.	 
I	have	found	it	to	be	a	valuable	adjunct	to	the	objective	assessment	of	patients	both	at	the	time	of	
their	first	consultation	and	to	monitor	therapeutic	efficacy.	Photographic	evaluation	is	useful	but	
sometimes	misleading	and	the	Hair	Check	provides	a	measurable	data-point	which	is	a	significant	
advantage.	 
Patients	are	often	unsure	as	to	the	efficacy	of	various	treatments	and	hair	cross	section	trichometry	
assists	them,	and	the	physician,	to	objectively	monitor	the	progress	of	their	condition	or	treatment.	 
The	device	has	great	utility	in	assessing	efficacy	of	both	current	drug	therapies	and	low	laser	light	
therapies	(LLLT)	and	is	of	significant	use	in	trials	of	any	new	therapy.	 
In	addition,	surgical	patients	can	have	monitoring	of	their	donor	area	as	well	as	assessment	of	their	
recipient	area	pre-	and	post-operatively.	 
I	have	been	using	the	device	to	assess	response	to	LLLT	in	women	with	both	female	pattern	loss	and	
diffuse	loss.	The	CST	data	on	10	female	patients,	treated	by	LLLT,	measured	over	a	6	month	period	
will	be	presented.		
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Tools	for	Monitoring	Patients	on	Medical	Therapy		
Bernard	P.	Nusbaum,	MD.	 
Hair	Transplant	Institute	Miami,	Coral	Gables,	FL,	USA.	 
Dr.	Nusbaum	has	been	treating	hair	loss	patients	for	30	years	and	is	a	diplomat	of	the	American	
Board	of	Dermatologyand	the	American	Board	of	Hair	Restoration	Surgery	 
B.P.	Nusbaum:	None.	 
TAKE	HOME	MESSAGE:	 



Computer-assisted	photography	used	in	combination	with	hair	mass	measurements	can	improve	
physician	assessment	of	patient's	response	to	non-surgical	therapies.	 
ABSTRACT:	 
The	use	of	computer	assisted	photography	utilizing	the	Fotofinder	system	in	correlation	with	hair-	
mass	measurements	is	described	for	following	the	progress	of	hair-loss	patients	treated	with	non-	
surgical	therapies.Scenarios	to	be	presented	include	the	diagnoses	of	male	and	female	pattern	hair	
loss	as	well	as	chronic	chronic	telogen	effluvium	.	Treatments	asessed	
include:finasteride,spironolactone,	minoxidil/retinoic	acid/steroid	lotions,	laser	comb,	laser	cap	as	
well	as	a	few	cases	of	scalp	mesotherapy	utilizing	different	injectable	mixtures.	The	Foto	finder	
system	allows	follow-up	photos	to	be	posed	overlying	a	"ghost"	of	the	original	pretreatment	
photograph	in	order	to	better	standardize	the	reproducibility	of	patient	distance	and	positioning.	
Fotographic	asessments	correlated	well	with	hair	mass	measurements,	the	latter	providing	a	
numerical	confirmatory	parameter	which	is	strongly	valued	from	the	patient	perspective.	In	addition,	
hair	mass	measurements	overcome	difficulties	encountered	when	patients	present	for	follow-up	
photos	with	significant	hair	length	differences	as	compared	to	their	pretreatment	visit.	The	nuances	
of	interpreting	hair	mass	measurements	with	regards	to	published	data	on	reproducibility	will	be	
described.	The	use	of	these	two	modalities,	in	combination,	has	improved	assessment	of	patient	
response	to	the	various	therapeutic	modalities	at	our	disposal.	 
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Is	Low	Level	Laser	Therapy	Effective	in	Treating	Androgenetic	Alopecia?	A	Review	
of	5	Years	Experience	in	Treating	Hundreds	of	Patients	With	Male	and	Female	
Pattern	Hair	Loss	 
Shelly	A.	Friedman,	D.O.,	FAOCD.	 
Scottsdale	Institute	For	Cosmetic	Dermatology,	Scottsdale,	AZ,	USA.	 
Dr.	Friedman	is	the	Founding	President	of	The	American	Board	of	Hair	Restoration	Surgery	and	is	
Board	Certified	in	Dermatology	and	Hair	Restoration	Surgery.	He	has	been	practicing	hair	restoration	
surgery	in	Scottsdale,	Arizona	for	the	past	26	years.	Dr.	Friedman	is	the	author	of	the	consumer	hair	
loss	book:	TO	BALD	OR	NOT	TO	BALD	That	Is	The	Question.	Dr.	Friedman	is	a	frequent	lecturer	and	
faculty	member	of	the	ISHRS	Annual	Meetings	and	the	Orlando	Live	Surgery	Workshop.	 
S.A.	Friedman:	None.	TAKE	HOME	MESSAGE:	 
Low	Level	Laser	Therapy	is	an	additional	tool	for	the	physician	in	treating	Male	&	Female	Pattern	
Hair	Loss.	 
ABSTRACT:	 
Low	Level	Laser	Therapy	(LLLT)	has	been	utilized	in	medical	and	nonmedical	settings	for	many	
years,	but	a	lack	of	scientific	documentation	has	been	instrumental	in	the	medical	community’s	
reluctance	in	accepting	this	valuable	technology.	 
All	patients	undergoing	Low	Level	Laser	Therapy	were	evaluated	prior	to	treatment,	and	at	3	
months,	6	months,	9	months	and	12	months	with	the	following:	 
1.	Global	photography	2.	Video	Microscopy	3.	HairCheck®	 
The	data	obtained	from	hundreds	of	patients	utilizing	Low	Level	Laser	Therapy	for	Pattern	Hair	Loss,	
demonstrated	that	Laser	was	not	only	successful	in	stopping	hair	loss,	but	in	many	patients	reversed	
the	miniaturization	cycle	and	gave	the	appearance	of	regrowth	from	converting	vellus	hairs	to	
terminal	hairs.	 
A	review	of	5	years	experience	with	Low	Level	Laser	Therapy	demonstrated	the	efficacy	of	utilizing	
laser	therapy	in	Male	and	Female	Pattern	Hair	Loss.	The	documentation	presented	in	this	paper	
should	be	helpful	in	giving	Low	Level	Laser	Therapy	the	credibility	it	rightly	deserves	in	treating	
patients	with	hair	loss.	This	paper	should	also	allay	any	doubts	or	fears	in	hair	loss	professionals	who	
have	not	accepted	this	technology	as	being	a	legitimate	treatment	 
 
	


