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Editor’s Note

Immortality in Print

Nine years ago, the maiden issue of the Philippine Journal of Otolaryngology -
Head and Neck Surgery created a ripple in the country’s circle of scientific publications.
For the first time in its twenty-five years of existence, the society had the opportunity to
attain "immortality in print.” ereas interesting cases, researches, and experiences by
our mentors were more often than not lost to oblivion, the journal serves as a goldmine,
a repository of knowledge that can be shared and passed on to colleagues.

From its beginnings, the official publication of the society has been nurtured and
cared for by the Father of the Philippine Journal of Otolaryngology - Head and Neck
Surgery, Dr. Angel Enriquez. Every year since 1981, I remember in awe as to how this
man would constantly remind the consultants and residents to submit their papers for
publication. And when his "baby" finally came out fresh from the press, the editor-in-
chief, with fervent enthusiasm, transformed into the advertiser, distributor, and newsboy
rolled into one.

In this ninth issue, we dedicate and pay tribute to the man who had dreamed
and envisioned the publication, for without which our residents and consultants may
never experience this touch of relative immortality. We salute and congratuiate Dr.
Angel Enriquez and his staff for giving us nine years of worthwhile literature. We hope
that in the following publications we can at least equal, if not surpass, the works laid
down by the previous editorial staff.

Eusebio Llamas, MD




THE PRESIDENT'S PAGE

In a relatively small and young society such as the Philippine Society of
0tolaryngology —— Head and Neck Surgeny, it is not neally that difgicult to get
into the top of the pinnacle. As one of our past presidents apily remarked,
"Just stick around in all its functions, show genudine concern for the welgare of
the society and its members, flavor it with a pinch of Leadership and soon you
will get the mandate of your colleagues and 0§ course a chance to inject your own
policies and {deas. Perhaps even improve on the previous Leadenship not with-
standing the glawlessness the society was nan by the gormen presdidents. 1In
shont, to contradict the wonds of Shakespeare, 1 will, as your new president,
attempt to "improve on a mastenpiece."”

Allow me to briefly observe with you this evening the progress, pitgalls,
and heantaches of our specialty, particularly in the Local setting. Just Like
any successful endeavon, 4t has enduned the slings and arrows of professional
suspicions and feakousies from memberns of other specialties whose interest 4is 4in
the same negion of the human body as ouns. ’

We are accused of sticking our gingens into all aspects of head and neck
sungeny by the verny people who admit that they being generalists, a speciat
thaining of a few more years are needed to become a §ull pledged head and neck
sungeon.

Ourn hnowledge of head and neck diseases and its management was not the
nesult of the ear, nose, and throat being in the negion but Logically because of
the natural pathophysiofogy of the diseases particularly the biology of tumorns Lin
this ongan system. Jusl as we expect a heart sungeon to have mastened the
hemodynamics of the cardiopulmonarny system whenever he opérates on the heart so
too an otolaryngologist is expected to manage, Let's say, an advance Astage of
cancer of the Larnygnx, its negional spread, the options available fo- manage X,
and the subsequent neconstruction of the defect his surgery might have -created.

Ourn specialty therefore has gone a Long way since the time it was  popularly
known as EENT which Aecemed mone Like a package deal offering to the patient but
in neality is mone ophthalmologic expertise nathen than otolaryngologic knowfedge.
A Little hknowledge is of couxse dangerous s0 much so0 that our national heno,
Dn. Jose Rizak, practiced good ophthafmology but never touched otolaryngology.
So much 40 that the Founding Fathers of. this society, in its desine to Astart
competent ENT practice 4in the country, formed the nucleus of what is then known
as the Philippine Society of Otolaryngology and Bronchoesophagofogy, exactly 33
yeans ago this 17 Febauary. They were known as the "Henoic 9" forn they wenre
brave enough to declare independence from a domineering mother society known as
the PO0S. My majon role as your new president therefore will be £o get rid of
all these misconceptions about us.

The §inst step to be taken will be a nevision of our By-Laws which unfortu-
nately did not go hand in hand with the progress of the onganization. 1t StikL
netains the old name -- Philippine Society of Otolaryngology and Bronchoesopha-
gology; has nestricted membership to Amernican Board certified and eligibles, and
has Lagged behind the economic picture of the times 50 as to charge a measly P75
per memben per year. But in nevising the Constitution we should not fall into
the same mistake which oun American colleagues did two years ago when Zhey
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changed the name of the Amernican Board of Otolaryngology and Head and Neck
Surgery making them a Zfarget of nridicule for people in the neurological,
ophthatriofogical and even dental sciences who rightfully befong to the same
negion. The Greek wond 'otolaryngology' 48 our fime hononed badge just as the
head minnon and the tuning are the indispensable figures in oun Logo. Thernegore
it should not be strnicken out of our title. As a corolfarny to this, 1 herneby
create a committee for the revision of our By-Laws and 1T will designate as
chainman Dn, Mariano Caparas, a formen president of zthe society, and the
incumbent president of the ASEAN Otolaryngologic Federation.

The next step will be the basic approach to the problem and that is %o
establish an independent policy making Deparntment of Otolaryngology and Head and
Neck Sungerny in afl medical schools uﬁzne Logically it should orniginate if we are
to inculeate in the minds of our future doctorns that otolaryngology 44 a distinct
entity in the medical cwwriculum. For this 1 appreciate the open mindedness and
candidness of our guest of honon tonight, Dean Joven Cuanang (and that of our
distinguished guest Dn. Raul Fores) who aften Listening to the pros and cons of
creating a separate ENT department, §inally agreed to establish such in theirn own
insatitutions, the UERM College of Medicine (and the Makati Medical Center). To
date, oun Accreditation Committee has approved seven nesidency training programs,
all in Metno Manila, foun out of these belong to medical schools, a poorn 15% of
the total 26 medical schools in the country. The proper channel of communica-
tions thenegore should be with the Association of Deans of Medical Schools and
Colleges and I take this opportunity to request Dean Cuanang to help pave the way
§on this endeavor. And fon this purpose, 1 will form an ad hoc committee fo
bridge the gap between us.

The thind prionity will be to create a healthy dialogue out of our many
sclentific meetings and symposia wheredin experts in othen fields particularly the
othen sungical specialties will be invited as speakens, neactors, oh plain guests
50 these individuals will nealize how far and how sophisticated we have gone 4in
the nealm o4 ENT-head and neck surgenry.

1f funds will allow or sponsorns available and through the office of +the
Hononabfe PMA President, Dr. Santiago def Rosanio, sonties to the provinces
without ENT specialists by our memberns who may even perform wet clinics, will
also be arranged with the onganizing host. This 4is deginitely noxt self-serving
alone but a sont of outneach program to help our overworked provincdal doctors
who do not even have the time to nead and update themselves in the gield.

And to make the task mone nealistic, 1 implone oun young colleagues with
noots in the provinces to visit and explone the possibility of practicing back
home and experience the satisfaction of.Asharing your ability with the communily
which can never be nealfized materiallfy. Don'l go back when your fingerns cannot
even grhasp a tissue forceps because of tremors or when you cannot even remember
the generic equivalent of Ponstan orn Tylenof. Lest you forget, the trail has
already been blazed by people Like Dns. Carlos Dumbao and Edwin Cosafan of Baguio
City, Zeh Wi of Pangasinan, Leonardo Mangahas of Tarlac, Resty Gorosin and Rudy
de La Cauz of 1Loilo, Dr. Dosdos of Cebu, Manny Tan of Davao, Bla Pajaro of
Cotabato, and Apollo Garcia of lamboanga. let's hope that theirn trhibe will
increase in the years to come. And for those who elect to practice £in the wrban
areas, may 1 nemind you to always Atick to the propen indications defined for
each specific surgical procedure and not be influenced by a fancy Life style or
the need fon a new hcude on perhaps a new can. Rememben that one notten apple
can destroy the rest in the basket, )
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The night, ladies and gentlemen, will not be sel§-fulfilling without Looking
back with awe at the accomplishments of the previous presidents of both the
society and the board. To Dr. Siu Chuan Leh, immediate past president of the
society, credit is hereby given for an unprecedented number of quality scientific
meetings and symposia, seven in all in 1988 alone. He had to pitch-in §inancial-
Ly because we nan out of sponsors. And to Dn, Nap Efercito, immediate past
presdident of the board, credit <4 Likewise due for maintaining the high standards
of otolaryngology practice in the country through the traditionally but reason-
ably nigid board examinations. And to Dr., Angel Enniquez, <the outgoing
Editon-in-Chief of the only journal in ENT-head and neck surgery in the country,
yourn erudite editonials have stimulated all the members to contribute excellent
arnticles.

To the Founding Fathers, the "Heroic Nine", some of whom are here tonight to
honor the occasdion, nest assured that the standands you aimed fon for the society
33 yeans ago will not go to waste.

And finally to my fellow officens: the noad Lo success in running the
orgdnization will be nealized only by implorning the help of the Almighty
Physician and by putting oun acts together.
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MICROSCOPIC ENDQLARYNGEAL
ARYTENOIDECTOMY

Ellen Y. Ng, MD, William Lim,
MD, Norberto V. Martinez, MD,
Milagros 8. Lopez, MD

Abstract

Bilateral recurrent nerve paralysis is one
of the most distressing maladies which can
happen to an individual. Fortunately, imme—
diate relief can be obtained through a trache-
ostomy. However, patient develops a distinct
aversion to the tracheal stoma and are willing
to trade the risk of a surgical procedure for
the opportunity to eliminate the tube. This
paper presents 4 case reports wherein surgical
correction of bilateral recurrent nerve para-
lysis using micro- scopic endolaryngeal aryte-—
noidectomy has been applied. It has proved
reliable, easy to perform, with no major com-
plications, and an alternative to patients who
opt to undergo a lesser surgical procedure.

Introduction

Bilateral recurrent nerve paralysis is one
of the most distressing maladies which can
happen to an individual. The agonizing moments
of gasping for air create confusion, panic, and
utmost fear. The amxiety of total breathless-
ness should the glottis become completely
occluded drives the patient to the point of
feeling what can only be the "inevitable end."

'3rd Place-Surgical Innovation December 1988 Shangrila
presanted at the 4th ASEAN Otolaryngology Congress,
Singapore, April 1989

It is comforting to mote that immediate
relief can be obtained through a tracheostomy.
However, the problem is far from over as it is
only the begimning of a more tedious process of
trying to suggest measures towards doing with—
out a tracheal stoma, Patients develop a
distinct aversion to the tracheostomy and are
willing to trade the risks of a surgical
procedure for the opportunity to eliminate the
tube.

Arother dilemma which confronts both the
surgeon and the patient is that as improvement
of the airway is achieved, there is a corres—
ponding adverse effect on the ability to
phonate and vice versa. The risk of aspiration
as the airway is improved is another serious
eonsideration,

This paper presents 4 cases where surgical
correction of bilateral recurrent nerve para—
lysis using microscopic endolaryngeal
arytenoidectomy has been applied,

Case Reports

Case No. 1

V.A., a 53 yr—-old female, with a previous
history of thyroidectomy was admitted because
of. severe dyspnea. Emergency tracheostomy was
dore and subsequent direct laryngoscopy per-—
formed, Examination revealed bilateral midline
vocal cord paralysis. On the- third hospital
day, a left endolaryngeal arytenoidectomy was
done. The tracheostomy tube was removed after
ten days. FEleven moths post-operatively, the
patient still has an adequate airway ard
breathy voice.

Comments

Patient refused any. external cervical
procedure because of her traumatic experience
during the amergency tracheostomy. When pre-
sented with the option of an exﬂolaryngeal
approach, she then consented.

Case No. 2

R.G., a 48 yrold femle, was admitted
because of dyspnea. One year prior to
admission, the patient underwent a Woodman
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procedure because of bilateral midline vocal
cord paeralysis. Since then, she has been
having exertional dyspnea which became severe
accompanied by inspiratory stridor one week
prior to admiseiom. Examination revealed
bilateral midline vocal cord paralysis, the
degree of which was similar to that prior to
the Woodmwn procedure. A left endolaryngeal
arytenoidectomy was dome. Tracheostomy was
removed after 10 days. She has returned to
near normal life with an adequate airway and a
functional voice.

Comments
After a failed lateralizing procedure

through an external approach, the patient chose
to undergo a less invasive surgical procedure,

Case No. 3

J.A., a 38 yrold mle, was admitted
because of dyspnea. One year prior to
tracheostany was. done because of

admission,
© severe dyspnea. Patient was weaned fram the
tracheostomy tube after three months. A year
later, patient again developed severe dyspnea
requiring a repeat -tracheostomy. FExamination
revealed immobile cords with one mm glottic
opening. - A left endolaryngeal arytenoidectomy
was done and the tube was removed after 10
days. Seven wonths later, airway was still
sufficient and voice was slightly breathy. '

Comments

He had problems getting a job because of
the employer's fear of his tracheal stoma. Due
to financial constraints, he consented to a
less expensive surgical procedure.

Case No. 4

- F.D., a 46 yr-old female, was admitted
because of dyspnea and stridor. Three years
prior to admission the patient was diagnosed to
have a left vocal cord paralysis. One year
prior to admission, she developed "noisy
breathing" and was treated as bronchial asthma
which did not improve her condition. One week
prior to admission, she had dyspnea and’ stridor
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which progressed prompting admission. Mxami-
nation revealed bilateral midline vocal cord
paralysis. Orotracheal intubation was done
followed by tracheostomy. A left endolaryngeal
arytenoidectomy was done on the third hoapital
day. Tracheostomy was removed after 10 days.

Comments

Given the choice between an endolaryngeal
and an external cervical approach, the petient
readily chose the former,

Technique

After the patient has been anesthetized
through a previous tracheostomy, direct laryn-
goscopy is performed using -a Pilling laryngo-
scope anchored with a Lewy chest laryngpecope
holder. An operating microscope with a 375 mm
front lens is set up and focused over the
posterior commissure. A Mayo table is placed
in front of the surgeon to serve as elbow rest
during the course of the procedure. An inject-
ion of epinephrine 1:200,000 dilution through a
gauge 25 spinal needle is done. A ne—cm
incision is made over the anteromedial portion
of the aryepiglottic fold overlying the aryte—
nojd cartilage. Soft tissues are sepmrated
using sharp and blunt dissection exposing the
superior aspect of the arytenoids which is held
with a grasping forceps. The cartilage is
dissected free fram its surrounding periaryte-
noid tissues and the attachments cut using
laryngeal scissors until the cartilage is
delivered. Periaytenoid poecket is cauterized
and the micosal edges trimmed and sutured using
Vicry 15-0.

Discussion

Bilateral vocal cord paralysis usually
results from surgical injury to the reewrrent
laryngeal nerve during- thyroidectomy. It cgm
also be due to any accident with related

‘ ceq:vical traum, neurotropic viruses, oeuro-

mscular compromise secondary to metabolic
diseases such as disbetes, carotid endarterec-
tamy, intracranial coma, cricoarytenoid joint
fixation, and idiopathic causes, 2,3,10,14,16

Indirect laryngoscopy can be performsd to
assess laryngeal movement, however, At doas not



#llow for discrimination between vocal cord
paralysis and ankylosis of the cricoarytenoid.
Ttas, direct laryngoscopy is deamed necessary
in order to assess laryngeal neuromiscular
integrity, evaluate mobility of the cricoary-
tenoid joint, and evaluate the interarytenoid
region with respect to tethering fibrosis. |

The management of patients with bilateral
recurrent nerve paralysis has always been a
challenge to the otolaryngologists. 2 Through
the years, mmerous procedures have been
devised which offered a considerable measure of
success.” Therapeutic options rest on the
principle of improving the airway with little
or no compromse in the ability to phonate 8
These include tracheostamy, lateralizing as
well as dynamic procedures. Lateralizing
procedures of the paralyzed cords may be
carried out through either intralaryngeal or
extralaryngeal surgical approaches.  These
involve surgical techniques aimed at securing
the lateralization of the vocal ligaments by
entering the larymx anteriorly through a
midline thyrotomy; posteriorly, behind the
unrginofthethymidcartilage;atdl‘%tm]l.
through a window in the thyroid lamina.?»6:8,1
The decision as to which of the procedures to
undertake to secure an adequate airway should
be determined by the patient's individual needs
and preference and the surgeon's skill and
confidence,

In 1948, Thomell described an intralaryn-
geal operation whereby the arytenoid was re-
moved through the suspension laryngoscope.2:6:7
Indications include improved glottic ailrway
without a cervical incision and the inherent
morbidity of wamd infection and prolonged
hospital convalescence; dissatisfaction of the
patient with tracheostomy tube and inadequacy
of the alrway on the basis of arytemoid
cartilage immobility.13

Compared to extralaryngeal teclmiques,
intralaryngeal arytenoidectomy wore consistent—
ly preserves voice quality and avoids the major
compli- cation of apl'n:m:la11 The voice quality
changes to a more whispering coarse type after
the procedure ~ a change preferred by a
majority of patients over the approach ending
up with a tracheostomy tube or chronic glottic
obstruction.

Endoscopic examination and surgery of the
Tarymx have come a long way since the adveuc of

the early laryngoscopes used by Kirstein,
Yankauer, and others at the turmn of the
century, Since the development of the wide
bore laryngoscopes with fiberoptic illumination
for use with the operating microscope, micro-
scopic laryngoscopy and microsurgery of the
larynx have come of age. Microscopic laryngo-
scopy allows examination of the fine details of
the vocal cords and adjacent areas with bino-
ailar vision. The resulting depth of percept—
ion with increase exposure and additional
illumination allows bimamnal manipulation and
execution of microsurgical proced:.n:e‘s.11

The surgical correction of bilateral,
recurrent nerve paralysis is a procedure of
mi1limeters. A careful, bloodless, subperi-
chondrial dissection of the arytenoid cartilage
performed under direct visualization through
the operating microscope will result in less
fibrosis in the arytenoid bed and therefore, an
inpxwglmtof the airway by an additional 1 or
2 mm.

This increase in size of the glottic
aperture following arytenoidectony by the
microsurgical technique occurs posteriorly in
the arytenoid bed. Very little lateralization
of the membranous vocal cords develop and as a
result, the voice remains good, A 2 to 3 mm
space between the menbranous wvocal cords
persists which preserves vocal function and an
estimated 5 to 6 mn space is present in the
collapsed bed, which provides an adequate
airvay. 2,16

Screening of candidates for intralaryngeal
approach inchudes lateral neck radiographs to
nile out tracheal stemosis, pulmonary function
studies, and laryngoecopy before the definitive
procedure. '

Case selection 1is important. Patients
with significant cardiac disease are not good
candidates far arytenoldectomy because this
procedure does not allow the respiratory
exchange which 1s accomplished through a
tracheal stoma.l? (besity and psychological
make—up also influence the results. Anatomic

. configuration impairing laryngeal access to the

supraglottic larymx creates a technical diffi-
culty. Reduced visibility, restrictjon of
surgical manipulation, and distance from the
operative target coubine to make endolaryngeal
arytenoidectamy more difficult to accomplish, 16
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‘This procedure, as in any other surgical
procedure, -is not without complications. There
could be incomplete removal of the arytenoid
cartilage, failure to lateralize the wvocal
cords, Intraoperative bleeding causing abortion
or revision of the procedure, and postoperative

scarring making external revision more diffi-
cult. 2,14,16

Conclusion

The problem of bilateral midline vocal
cord paralysis was addressed by the use of
microscopic intralaryngeal arytenoidectomy. It
has proved reliable and easy to perform with no
major complications encountered,

Microscopic intralaryngeal arytenoidectomy
is not presented to replace other approaches to
bilateral midline vocal cord paralysis but for
the otolaryngologists to assess its unique
place as one of the alternative for the surgeon
and the patient who elects to undergo a lesser
surgical procedure.

1 em incision over the anteromedial
. part of the aryepiglottic fold

Fig. 1.
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Fig. 2. Arytenoids dissected free from
surrounding periarytenoid tisewes,

Periarytenoid pocket cauterized and
sutured,

Fig. 3.
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GLOBUS HYSTERI(;JUS ——
A JOKE NO MORE

Eduardo cC, Yap,MD**

Introduction

Scott Brown's Disease of the FEar, Nose,

and Throat defines Globus Hystericus as -"a -

condition in which a patient, often a middle
aged woman, complains of the sensation of a
lump in the throat usually in the region of the
thyroid cartilage. There may be other symptaoms
suggestive of a functional state, and the
patient may admit that a relative or a friend
has recently succmbed to cancer of the
throat." George A. Cates, on the other hand,
in his Curvent Therapy in Otolaryngology-Head
and Neck Surgery 1982-83 considers all non-food
related dysphagia as Globus Hystericus. Gerald
M. English defines the condition as "a lump in
the throat of psychosomatic origin."

More recently, Puhakka et al believed that
globus mechanism is part of a nommal bodily
function, and that the symptom can be provoked
as a result of strong emwtional mechanism in
alnost any person. Lindsay P. Gray junked the
tem ''Clobus Hystericus' and instead suggested

*3rd Prize-Scientific Symposium on Interesting Cases held on
11 September 1987 at the Manila Garden Hotel

"Chiaf Resident, Department of Otolaryngoiogy, OLM-Ospital ng

Maynila

Bl

the term 'Hypopharyngeal Syndrome” after
analysing series of cineradiography of Inferior
Constrictor Swallow,

I wish to present a case that proves all
these allegations wrong.

Report of a Case

E.C., a 36~yr old femle, consulted at .the
Ospital ng Maynila for a "lump in the throat,"
Three years previously, she noticed an abnormal
sensation in her throat better described as
lumpy without really making her swallowing
difficult, As  her condition progressed,
swallowing noticeably became more and more
difficult but always with improvement towards
the end of her meals. However, the difficulty
gradually became worse but not: to a point where
she cannot tolerate solids.

A month prior to admission, E.C. went down
with a "flu" and at least on one occasion, the
patient threw up at which time she said the
sensation of a lump became more obvious and
noticeable in her throat, At the same time,
the patient also claimed that her breathing
became difficult but the moment she swallowed,
respiration became easy. She  immediately
sought consultation to an EENT specialist and
was told that there was nothing wrong in her
throat. Truth to tell, this was not the first
time she sought consultation but all previous
examinations proved non—revealing and in each
instance, her case was Jlabelled as a case of
"pharyngitis."

At the time of admission, E.C. was o
regular diet with no weight loss. On physical
examination, she  appeared  apprehensive,
well-built, and fully -cooperative. Among,
others, ENT examinations by four ENT residents
proved normal.

Esophagogram obtained at the Pasay-Para—
naque Hospital on 23 July 1987 showed ''Essen-—
tially Normal Esophagogram,"

However, on accamt of her insisteme that
we take a look inside, the patient was agdiitted
for diagnostic esophagoscopy.
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THE 4018t OPTION *

Emmanuel S. Samson, MD**

Any instrument that brings sound to a
listener's ear may be called a hearing aid. As
far back as one can remember, man has attempted
to improve his. hearing by placing his cupped
hand against his pimma. This is probably the
earliest known hearing aid. It is crude, but
very effective.

Man's search to further improve his hearing

led to the ear trumpet, which provided 10 to 20
decibels increase in sound intensity.

In 1900, Hutchinson introduced the first
electronic aid which became the forerumer of
the present alds. It consisted of a carbon
microphone, batteries, and ear phones. It was
more efficient, but carrying the whole set-up
required strength and determination because it
was big and heavy.

In the 1930's, with the invention of
vacuum tubes, the carbon microphone became
obsolete. But vacuum tube aids were still big

"3rd Prize-6th Scientific (Surgical Innovation and instrument
Design) Research Contest in Otolaryngology held at Quezon
City Sports Club, 4 December 1987

“Junior Resident, Department of Otolaryngology, PLM-Ospital
ng Maynila

and hardly portable. In the 1940's, because of
the reduction in size of the vactum tubes and
batteries, hearing alds assumed the size of a
cigarette pack.

Another significant breakthrough occurred
in 1950 with the development of the tramsistor,
which replaced the vacuum tube. ‘

As a consequence, microminiaturization of
aids became a reality in 1960. Hearing aid
slzes were greatly reduced without sacrificing
efficiency.

Finally, the 1970's witnessed the intro-
duction of very powerful wearable hearing aids
utilizing microchips, which we are using up to
the present.

From the wvery crude instrument of
Hutchinson in 1900, the growth of hearing- aid
technology has been almost logarithmic., At
present, about 300400 models are offered for
sale to suit each individual.

In man's desire to achleve hetter hearing,
a price, literally, has to be pald. It is
high: about ®3,000-#5,000. When patients go to
govermment hospitals like Ospital ng Maynila
and Philippine General Hospital to obtain the
best, but free ENT care, it is very discoura—
ging to see patients who are hard of hearing,
left unimproved because they cammot afford the
instrument. Therefore, better than giving them
an ear trumpet, but short of presenting the
real device, the author looked back almost 40
years when the transistorized hearing aid was

still in its conception, and decided to make
one himself. ‘

Thus, we are presenting the poor, deaf
wan, the 40lst option: an efficient, portable,
and cheap hearing aid.

The Instrument

A hearing aid consists basically of 3
parts: (1) a microphone which converts sound
energy to electical impulses; (2) an amplifier,
vwhich intensifies these electrical impulses;
and (3) a receiver, which receives the
intensified electrical impulses and recomverts
to sound energy. In effect, a hearing ald is
nothing but a miniaturized P.A. system, or a
mimis-one casette.
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The search for the poor man's hearing aid
started by doing rounds of downtown Manila's
electronic shops. After quite an extensive
search, we ended up getting a second-hand
earphone, a condenser microphone, and a 1.5
volt amplifier kit. A gain, or wolume control
was likewise taken from an old transistor
radio.

With expert supervision from an electri-
cian, the components were assembled. The final
result is shown, with specifications:

Dimensions T 2x3%.5 in,

Weight : 75 grams

Power source : one size AA penlight
battery

Voltage : 1.5

Power gain : 1?7

Frequency range: 777

Total cost : B80.00

Discussion

In 1976, the American National Standards
Institute published a2 new standard for
measuring the electroacoustic properties of
hearing aids. This included such terms as (1)
SSPL 90 (Saturation Sound Pressure Jevel for a
%N d8 sound); (2) HF-average SSPL 90 (High~
frequency Saturation Sound Pressure Level), (3)
Full-on gain - curve; .(4) HF-average full-on
gain; (5) Frequency response curve; (6) Harmo-
nic distortion; (7) Battery curremt drain, etc.
All of these are very technical and do not need
to be explained further,

Because of obvious limitations, our proto—
type carmot be calibrated so as to conform with
these standards.

Instead, the merits. of our device was
measured using a single parameter: an improve-
ment of the patient's hearing as per patients’
own claims,

All patients with deafness are candidates.

for hearing aids. But it has been shown that
patients with flat, purely conductive hearing
loss, with good speech discrimimation, and

without recruitment, are the better candidates.

© Patients who consulted at the ENT OPD with
hearing impairment were used as test subjects
for our device. These patients were subjected
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to pure tone, speech asdiometry, and SISI. To
screen the candidates who would most 1ikely
benefit, the following criteria were used:

1. 95-100% speech disrimination score;

2. notmal SISI; _

3. a flat, purely conductive hearing loms. The
latter was necessitated by the fact that the
frequency range of our {nstrument has not
been predetermined.

Patients with audiometric patterns which
did not conform with these criteria were not
included.

A total of 15 patients were used as test
subjects: 6 were post-mastoidectomy; 8 with dry
perforation; 1 with normal looking tympanic
membranes. ‘ :

12/15 (70%) claimed improvement of their
hearing.

Comments

It camot be overemphasized that the
mammer by which our hearing aid was created was
crude, at its best. It pales in comparison
with the more than 400 models available in the
market. Tt does not have a tone comtrol which
could selectively amplify certain frequencies.
It does mot have an automatic volume control
vhich could protect the user from sudden hursts
of loud sounds, thereby protecting him fram
discomfort and acoustic trauma. Nor does it
have computer microchips as components.
Instead, bulky transistors and batteries are
utilized.

Also, as stated previously, it cammot be
calibrated as of yet to meet the set standards
for hearing aids.

_ All things considered, what we have
created in the Department of ENT of Ospital ng
Maynila is mot a new and revolutionary device,
It is from all angles, a primitive device that

~was created primarily as a solution to a poor,
deaf man's dilemma,

Hearing ald mamifacturers may not view our
instrument on a serious mote, They may regard
it as 2 novelty item which does not etend a
chance competing with 400 other models, much
less, merit mention in major ENT journals.



-But a deaf man will never be impressed by
specifics 1ike SSPL 90's, harmonic distortions,
frequency response curves, etc. The only thing
that is of paramount importance to him is the
restoration of his hearing at a price within
his means.

Our iInstrument has proven its worth,
although in a very limited sense.

What about long-term complications? The
author is very much aware of these, notably
acoustic trauma. We therefore plan to do
serial hearing tests over long periods, and
only then can we make concrete conclusions. We
also plan to calibrate it to make it approxi-
mate the qualities of preexisting models.
lastly, we might incorporate a tone control to
make frequency amplifications more selective.

All of these we plan to accomplish without
defeating ocur main purpose: to make a hearing
ald that is functional as well as cheap.

We can see that there are still a lot of
refinement to be made. But nonetheless, we at
the Department of ENT of Ospital ng Maynila,
with our very strong commitment to help the
poor, deaf man, strongly believe that it can be
done.
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MALAR §WELLING: A LONG DISTANCE
AFFAIR

William L. Lim, MD**

Introduction

Malar swelling, proptosis, ‘trisms, and
chemosis will invariably lead one to entertain
a primary tumor in the maxilla or perhaps in
the orbit. Although, metastasis may enter into
the differential diagnosis, the possibility is
often overlooked owing to its relative rarity
in parts where primary ueoplasms are more
likely to be encoumtered.

Paranasal simis and orbital metastases
from a distant primary focus are not frequently
encountered in practice. Most articles on
these subjects have been in the nature of case
reports. In 1965, Rose found only 51 reported
cases of orbital metastasiz in his extensive
survey of. literature.l On the other hand,
there were less than 70 "cases of paranasal
ginus metastatic tumors reported in world
literature,?

A case report, probably the first in our
local literature of a metastatic tumor to the
orbit, maxilla, infra-temporal fossa, and
fronto—epidural space is being presented,

*
3rd Place-Interesting Case Paper Presentation held at the
Manila Garden Hotel, 1987

k3
'quident, Department of Otorhinolaryngology, UST Hospital
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Case Report

A 37 yr old, female teacher, was admi tted
on June 25, 1987 at the Santo Tomas University
Hospital Clinical Division because of swelling,
of the left half of the face.

About 4 months prior to confinement, the
patient noticed swelling of the left side of
her face, her left eve smller than usual and

displaced upward. There were no other accom—

panying signs and symptoms. Towards the latter
part of the month she developed difficulty of
railsing both arms.

Two months prior to admission, the patient
consulted a physician and was prescribed an eye
drop which afforded no relief of her condition.

A month and a half prior to admission, she
consulted an ophthal- mologist and was given an
eye drop, steroid, and antibiotics. A few days
later, she developed swelling of the Ilower
eyelid, dull pain on the left <cheek, and
difficulty in opening her mouth.

Two weeks prior to admission, the patient
developed left temporal headache, proptosis,
and blurring of vision of the left eye,
prompting consultation at the. ‘Ophthalmology
section of the Santo Tomas University Hospital
Clinicial Division. She was advised admission
but she refused.

The night prior to admission, the patient
consulted at the' emergency room because of the
same complaints. She wis referred to Neuro-
logy and was subsequently admitted,

Pertinent Physical Examination

On admission, the patiént was conscious,
coherent, ambulatory, and with stable wvital

signs.

Examination of the head and neck revealed
left malar swelling, trisms, the left eve
proptosed, chemotic, displaced superomedially,
and had limitation of movement in all gaze.
Visual aculty was 20/25, OD and 20/200, OS.
Intra-ocular pressure was elevated on the left
eye to 28 mm Hg. Fundoscopy revealed blurred
disc margin of the left eje.



Otoscopy and anterior rhinoscopy were
essentially mnormal. Posterior rhinoscopy,
however, could mot be done due to marked
trismus.

Pertinent neurvlogic examination revealed
the patient to have weakness of both upper
extremities but could grasp objects very well.
There were no sensory deficit nor long tract
signs.

An incidental finding of a 6 cn diameter
hard, relatively mobile mass at the lower outer
quadrant of the right breast was noted.

Course in the Ward

The patient was admitted under the service
of Neurology. Initial work-ups which included
chest, skull, and orbital x-rays were essential-
1y normal. However, ESR was elevated to 90 mm.
Initial medications were naproxen sodium,
diazepam, and an eye ointment.

The patient was referred to Ophthalmology
for evaluation of proptosis. Fundoscopic
findings revealed indistinct disc margin with
flame—shaped hemorrhages along the peripupil-
lary area of the left eye. An impression of
papilledema, 0S, rule out retrobulbar mass was
given., She was then transferred to the service
of Ophthalmology and was started on steroids.

A referral to Otorhinolaryngology was done
for further evaluation of malar swelling. With
firndings of left malar swelling, trismus, prop-
tosis, and chemosis of the left eye, maxdllary
tumor was highly entertained. Flexible naso—
pharyngoscopy was done when posterior rhino—
scopy was impossible due to marked trismus.
Tissue samples were taken from the nasophamyx
for histopathological examination and were
found to be negative,

X-ray of the maxillary simus showed
haziness of the left antrum. A naso-antrostomy
was done and specimens from antral currettage
were sent for histopathological examination and
were negative.

A CT scan was done and it revealed a short
tissue tumor with malignant characteristics
imvolving the left maxillary simus, left orbit,
left infra-temporal fossa, left frontal sinus

as well as the left fronto-temporal epidural
space,

Guided with the CT scan plate, an inci-
sional bilopsy was done at the left zygomatic
area and it revealed a metastatic undifferen

‘tiated carcinoma. With this result, the search

for the primary tumor site was in order.

Having incidentally palpated a breast mass
on physical examination, we then thought that
this could be the primary tumor site. An
incisional biopsy was done and the result was
infiltrating ductal carcinoma.

Review of slides revealed that the tumor
cells from the zygomatic area exhibited
features similar to those of the breast
carcinoma. '

With a final diagnosis of dinfiltrating
ductal carcinoma, right breast with metastasis
to the left orbit, left maxilla, left frontal
sinus, infra- temporal fossa, and left fronto-
epidural space, the patient was re- ferred to
the section of Oncology for chemtherapy. The
patient, however, refused further treatment.

Discussion

Metastatic tumors to the orbit and
paranasal sinuses are comparatively rare, Less
than 70 cases have been reported in the world
literature.? This may be due to the fact that
a complete skeletal survey on patients with
cancer is not a routine procedure; or at time
of death, only a limited mmber of bones are
examined. Paranasal sinus or orbital metas-
tases, therefore, are apt to be recognized only
if some other symptom characteristic of primary
tumor in the area occurs.

In most cases of orbital or paranasal
sinus metastasis from breast carcinoma, the
diagnosis of the primary tumor antedates the
onset of manifestations by an average of 3-5
vears. 2 The case that is presented is
exceptional in that, the signs and symptoms of
metastasis came first than the diagnosis of the
primary tumor,

The most common ocular manifestations of
metastatic orbital tumors are exophthalmos,
pain, decreased vision, and periorbital
swelling.l>3 In cases of metastaric paranasal.
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sinus tumors, epistaxds, facial deformity,
facial pain, and nasal obstruction are: the most
cammon presentations.?,4,5 It is interesting
to note that in cases of metastatic paranasal
simis tumors from the breast, epistaxis, which
is one of the earliest signs of sinus tm'ors
rarely occurs, 6

In our review of literatures, the breast
and the lung were the most common primary foci
of metastatic orbital tumors, followed by the
genito~urinary tract and the gastro—intestinal
tract.1»6 In cases of metastatic paranasal
sinus tumors, the genito-urinary tract and the
lungs are the most common primary foci followed
by the breast and gastrointestinal tract 293

All eight cases of mamary -carcinoma
metastisizing to the orbit reported by Font and
Ferry were of the infiltrating ductal type.l
This type of breast cancer is commonly involved
in metastasis because of its high incidence and
its propensity to spread by the hematogenous
and lymphatic routes. /

The most plausible means by which tumor
cells may reach the orbit and paranasal simses
is through the hematogenous route.l>2,7,8 The'
most readily apparent route is via the arterial
vessels of the head and neck, In addition, the:
work of Batson on the spread of carcinama,
suggests two other routes of matastasis.9 He
demonstrated that during periods of increased
intrathoracic pressure, a retrograde flow
occurs from the usual venous charmels back to
the vertebral venous plexus. A similar retro-
grade flow may occur in the jugular venous
gystem.

The patient in the case presented had
weakness of the upper extre- mities mmifested
by inability to raise both arms. This could be
due to polymyositis. Polymyositis is defined
as a systemic comective tissue disease cha-
racterized by inflammatory and degenerative
changes in the muscles, leading to symmetric
weak- ness and to some degree atrophy princi-
pally on the limb girdles,l0

In 1975, Bohan and Peter classifiad the
Polymyositis-Dermatomyositis complex into 5
grops.11'" Growp 1 - primary idiopathic
polymwyositis; Group 2 - primary idiopathic
dermato~ myositis; Group 3 - dermatomyositis/
polymyositis associated with neoplasia; Group 4

childhood  dermatomyositis/polymyositis
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associated with vascu- 1litis; Growp 5 -~
polymyositis/dermatonyositis associated with
-rascular disease.

Evidently, our patient belongs to Group 3,
i.e., polymyositis with neoplasia. To date,
the association of polymyositis with malignancy
-1s still unresolved. Whatever the explamation,
it mist be consistent with the clinical obser-
vation that the removal of the cancer may
result in the remission of the polymyositis.l?2

Conclusion

When a patient presents with signs of
unilateral malar swelling or any tumor of the
head and neck for that matter, the clinician is
quite limited and solely dependent upon pre-
vious history of cancer elsewhere in the body
for a preamptive diagnosis of metastatic
carcinoma. If such a history is available,
then one should undertake appropriate clinical
ard radiographic studies in search for addi-
tional evidence of a metastatic disease. If
these prove nonrevealing, a biopsy of the tumor
becames necessary, 7

It is sugpested that a coamplete medical
history and a thorough physical examination be
done In cases of head and neck tumors. Treat—
ment of a metastatic tumr as If it were a
primary malignancy constitutes inadequate and
ineffective therapy and can result to subject-
ing the patient to an urmecessary, extensive,
and mutilating procedure.

In this age of highly spetialized medi-
cine, physicians tend to focus attention In
thelr areas of specialty. The holistic
approach In the management of patients is best
exenplified by the case presented, Physicians,
therefore, must be concerned with the whole
patient, not with specific parts of the body.
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THREE—IN-QNE S8TANDBY OPERATING
ROOM UNIT

Pio R. Pajarillo, MD, Bernardo
D. Dimacali, %Qi and Charlotte
M. Chiong, MD

Abstract

Electric power failures pose a problem to
any surgical procedure. A low cost and simple
three—in-one operating room unit was designed and
constructed with a suction apparatus, light
source, and thermal cautery probe powered by a
]2=wolt car battery with a built-in charger. The

unit serves as an additional ENT unit for the

operating room for regular use and also as a
standby emergency unit for power failure
conditions.

Introduction

Electric power which is basic to modern life
is largely responsible for the high standard of
living and advanced level of industrialization of
much of the world. Medicine has largely gained
1ikewise from the benefits of electricity and has
powered many types of very useful and important
medical equipment such as the suction machine,
headlight, and cautery unit among others. These

*
1st Prize-6th Scientific {(Surgical innovation &

Instrument Design) Research Contest in Otolaryngology

held at Quezon City Sports Club on 4 December 1987
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Sciences Center
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special equipment have imposed a significant
financial burden to the otolaryngologist, even
more so In these times of economic depression.
These expensive electrically powered. equipment
are however useless when power failure occurs.
Consider too the risks such power failure brings
to the patient in the middle of major surgery.

This project explores the development of a
low cost battery powered ENT unit consisting of a
suction apparatus, headlight, as well as a
cautery unit and may prove imvaluable in the
event of a power blackout while performing a
gsurgical procedure or treating an emergency case,

Basic Theory

The basic set-up is that of a car air horm
used in reverse to create suction. The power
source is an ordinary 12-volt car battery maim—
tained in a fully charged condition by a charging
system plugged into a 220-volt AC socket. A
regular circuit converts the 12 wvolts dinto 6
volts and 3 volts for the headlight and thermal
cautery, respectivelv (Figure 1).

Materials and Methods

The components of our portable operating
room unit include:

1) telephone stand with wheels

2y 12-volt car battery with terminal clemps

3) car air horn motor (12 volts)

4) dextrose bottle (1 liter)

5) mibber suction tubings (3 meters)

6) door bell switch

7) 18 volt stepdown transformer rated at 6
amperes

8) high current diode bridge assembly

9) DC regular circuit

10) three—my switch

11) formica

12) 0-6 amperes DC meter

13) 0-15 volts DC meter

14) two pairs of banana plugs and sockets

15) control knobs (3) '

16) hook-up wire

17) headlight with cord

18) disposable thermal cauterv probe

19) pilot light
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Figure 1. Block Diagra.. of the 3-in-l1 Standby O.R. Unit

Construction and Assenmbly

The battery is mmmted on the telephone
stand with clamps and bolted to the base. The
suction bottle is a used l1-liter dextroxe bottle
secured to one of the legs w.th a metal band.
Short pieces of metal tubings are inserted into
the holes of the bottle's stoppers. The suction
motor is bolted to the telephone stand above the
battery, Rubber tubing is used to commect the
air inlet of the motor and the suction bottle.
The suction motor is controlled by a footswitch
made fram a doorbell switch mounted on a piece of
wod, with a hinged metal plate over the button
for the surgeon to depress. The charger and
regulator assemblies are mounted above the motor.
Controls and meters are mounted at the top level
of the stand.

The used batteries of a disposable thermal
cautery probe are replaced by electrical wires
with terminal banaha plugs. This is sterilized
by gas autoclave and kept on standby. A locally
improvised 6-wolt headlight with compatible ba-
nana plugs is used as a light source. A standard
Welch-Allyn headlight may also be used if leads
are modified to fit the commectors.

Discussion

The unit develops a maxdmm suction pressure
of negative 250 mm Hg. One liter of fluid can be
suctioned In sixty eight seconds. Table 1 shows
a camparison of the generated suction pressure as
measured by a ‘vacuum gauge in this unit, the
portable electric suction machine, amd the cen—
tralized wall mounted suction system. Rates of
suctioning in milliters per mimite are also com-
pared. Results show that this unit compares well
with both the portable electric and centralized
wall mount suction machines.

Table 1. Camparative data between the
centralized hospital suction system,
portable 220-volt suction apparatus and
the 3-ip~1 ENT undt.

Centralized | Portable | 3-in—-1 Unit

Maximum suction

pressure (mm HG) - 300 230 250

Maxcimum delivery

rate (ml/min) 1250 830 884

25



The suction motor is controlled by a foot-
switch to develop suction only on demsnd, This
inmermittent use conserves battery power and
minimzes the rate of wear of the suction motor.

The illumination achieved with a headlight
comected to the light source is comparable to
that of a 220 volt power source.

The thermal cautery probe generated suffi-
cient heat as that of a regular battery powered
disposable cautery probe.

The charger was designed with the following
features:

1) It has a variable charging rate.
2) Charging can be done even while the unit
is being used.

Tmmediately after a power failure, the
charger can be set to 'fast charge” to quickly
recharge the battery. However, if the unit is-to
be used as an additional operating room unit even
with electricity available, the charger can be
gset to 'slow charge'" to maintain full battery
charge. These provide the advantage of charging
the battery at a rapid rate in anticipation of
another power failure. The slow charging rate
1ikewise prevents the battery from losing power
while the unit is used when there is electricity.
A volt meter 1s provided to monitor battery
condition at all times.

This unit was tested in the PGH operating
rooms during various procedures as parotidectamy,
thyroidectormy, and open reduction of mendibular
fracture. No difficulties were encountered
throughout the surgical procedures.

The cost of this unit is approximately
£1700.00, excluding the headlight, and is con-
giderably cheaper than a brand new electric
suction machine costing more than ®3000.00.,

summary

A three—in-one operating room unit combining
a suction machine, light source, and thermal
cautery probe powered by an ordinary 12-wolt car
battery was designed and constructed. The unit
proved to be a simple, low cost alternative for
contimied surgery despite a power fallure, Even
in the presence of electriciry, it serves as an
additional operating room unit.

%
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Abstract

Is an episode of peritonsillar abscess an
absolute indication for tonsillectomy? Records
of patients who were diagnosed as having peri-
tonsillar abscess from June 1979 to June 1982
were examined, Patients who underwent incision
and drainage were sent questiommaires by mail
and/or interviewed. Only those who did not
undergo subsequent tonsillectomy were included
in the study. Recurrence rates of peritonsil-
lar abscess and frequent tonsillitis for a 4 to
7-yr period following drainage were determined
and analyzed. Conclusions and recommendations
are presented.

Introduction

The most common deep infection of the head
and neck 1s peritonsillar abscess, usually
occurring 1in patients with recurrent tonsil-
litis or inadequately treated chronic tonsil-
litis.

*
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Medical measures may abort an early peri-
tonsillar abscess. However, once loculated pus
forms, surgical evacuation 1s required. The
fourteenth century TFrench surgeon Guy de
Chauliac (1362) d1s credited with the first
accoumt of incision and drainage for a periton-
sillar abscess. His description was: '"Try to
incise it with a lancet and then rinse the
mouth out with parsley water; but if the abs-
cess is so far in that you cammot see it, break
it with a fingernail or by rubbing it with some
object." Ever since, incision and drainage has
been the most widely accepted form of initial
treatment. However, tonsillectomy is usually
suggested to these patients and this represents
one of the absolute indications. The philo-
sophy of performing a tonsillectomy is hased
upon the premise that reinfections and absces—
ses will recur in a significant mmber of pa--
tients to warrant removal of the tonsils as a
preventive measure. However, studies have been
undertaken which showed a low recurrence rate
after drainage alone. Thus, the mneed for a
tonsillectomy after an incision and drainage
for a peritonsillar abscess is being questioned.

This study, to our knowledge the first
local endeavour, was then undertaken with the
following objectives:

(1) To determine the recurrence rate of
peritonsillar abscess treated only with inci-
sion and drainage;

(2) To find out the frequency of tonsil-
litis following 1incision and drainage of a
peritonsillar abscess; ard

(3) To compare the results with those of
foreign studies.

Materials and Methods

Records of the 73 matients initially diap-
nosed at the Thilippine General Hospital as
peritonsillar abscess or peritonsillitis from
June 1979 to June 1982 were reviewed. Of these
73 patients, only 53 were considered as proven
peritonsillar abscess on the basis of presence
of pus either orn needle aspiration or frark
incision and drainage. Twentv patients vers
excluded because of revision ~F diamosis to
acute tonsillitis (12 morients:, peritonsilloe
cellulitis (7 pat o~
(1 parien+’.

ooand s yeiliar neorlier



Of the 53 proven peritonsillar abscesses,
33 were treated using the regimen advocated in
the "UP-PGH Department of ENT, consisting of
incision and drainage, and systemic antibiotics
(usually intravenous penicillin and chloramphe—
nicol, then shifting to oral antibiotics after
doing the drainage). No subsequent tonsillec-
tomy was done for these patients. The 20 who
were excluded consisted of 15 patients who
later underwent interval tonsillectomy and -5
who refused treatment.

Questiomaires were sent by airmail to the
33 patients who underwent incision and drainage
but not tonsillectomy. Questions included,
amwng others,” Inquiries into: (1) whether or
not the peritonsillar abscess recurred, and
when, if it did; and (2) the frequency of ton-
sillitis per year after the incision and drain-

age.

Some 18 patients of the 33 responded as
follows: by retuming the answered question—
naires by mil (7 patients), returning by mail
the answered questiommaires and following up at
the PGH-Outpatient Clinic (9 patients), and by
simply following up at the .PGH (2 patients).
The remaining 9 were visited and interviewed by
these researchers at their addresses. A total
of 27 patients (or 827 response rate) were
included in this study.

Results

Of the 53 proven peritonsillar abscess
cases, the right tonsil was affected in 33, the
left in 19, and there was one case of bilateral
involvement.. Signs and symptoms in these 53
patients were as follows (Table 1):

Table 1: Presenting signs and symptoms of
peritonsillar abscess

Dsypagia 28
Fever 27
Sore throat 22
Cervical lymphadenopathy 14
Trisms 12
Voice change 10
Odynophagia 3
Cough , 2
Dyspnea 2
Headache 1

28

The 27 respondents included in this study
had an age range of 9 to 56, with a mean age of
25.5 years. Fifteen were male, 12 female.
Follow-up periods ranged from 4 to 7 years,
with an average of 5 years. TFrequency of re-
crrrence of tonsillitis following drainage as
related to sex is shown in Table 2.

Table 2. Recurrence rates of torsillitis as
related to sex.

Sex 0-2 Fpisodes 3 or more Total
per yr  episodes per yr

Male 12 (44%) 3 (117%) 15 (557)

Female 7 (26%) 5 (19%) 12 745%)

Total 19 (70%) 8 (307) 27

Table 3 below shows the recurrence of ton-

sillitis by age. Tt was found that the differ—
ences could be best shown by having two age

groups: (1) less than 30 years and (2) more
than 30 years old.

Table 3. Recurrence of tonsillitis as related
to age.

Age group  0-2 episodes 3 or more  Total
per yr  episodes per yr

30 yr and

urder 11 (417%) 8 (30%) 19 (70%)
over 30 vr 8 (30%) 0 8 (30%)
Total 19 (70%) 8 (30%) 27

As can be gleaned from the tables, 70% of
our respondents had less than 3 episodes of
tonsillitis per year following drainage, while
only 30% had 3 or more attacks per year. Rela-
ting recurrence of throat problems to sex, it
was found that 12 of 15 males and 7 of 12 males
had 0-? recurrences of tonsillitis per vear,
while only 3 males and 5 females had 3 or more.
On the other hand, relating age to recurrence
of tonsillitis, 11 of the 19 patients who were
30 years or younger and all 8 patients older
than 30 years had (-2 recurrences per. vear.
Eight in the younger age group had 3 or more
recurrences of tonsillitis a year, while there
was none in those older than 30.



Only 3 of our 27 respondents had recurrence
of peritonsillar abscess, for a recurrence rate
of 11%. Fxamination of their records showed
that all were less than 30 years old (16, 18,
and 28 vyears old, respectively). Two were
female and one male, and that the post—drainage
antibiotics were clindamycin, penicillin—chlo-
ramphenicol combination, and cloxacillin, It
was discovered that the patient given the
combination therapy had poor compliance with
thé regimen.

The first patient had an interval of 4
years between the initial quinsy and the re—
currence, the second 5 years, and the third had
two recurrences, each one occurring one and
half years later than the one that preceded it.
Two of these patients had their recurrent
peritonsillar abscesses treated with incision
and drainage at PGH and were advised to undergo
tonsillectomy. The other had his tonsillectomy
done in the province. Of the 3 patients who
had recurrent pertionsillar abscess, two had 3
or more episodes of tonsillitis per year; the
other reported 1 to 2 attacks per year.

Discussion

Peritonsillar abscess, or quinsy, repre-
sents a localized accumilation of pus within
peritonsillar tissue, resulting from a sup-
purative infection of the tonsils. It pene-
trates the tonsillar capsule and extends into
the comective tissue space between the capsule
and the tonsillar bed (which is mostly the
superior constrictor mscle).

It is a disease of young adults. The
average age in this present study is 25,5
years. Bilateral abscess formation occurred in
one patient (1.8%). In a large series reported
by Bonding (1973), bilaterality was present in
3% of cases. Our most common presenting symp—
tom was dysphagia, which is a prominent feature
of peritonsillar abscess.

Most otolaryngology textbooks describe
acute treatment as Incision and Drainage to-
gether with antibiotics and supportive measures.
The primary objective of incision and drainage
is rapid localization and drainage of the
abscess. It is believed by some that incision
and drainage do not provide total evacuation of
multiple abscesses and all pockets of pus.

This, plus the presumption that the tonsils
becane diseased and fibrotic, and thus render
frequent recurrences of throat infection more
likely, are the reasons why most textbooks
advise that definitive tonsillectomy be done a
few weeks after inflammation has resolved.
Early imvestigations such as that by Beeden and
Evans (1970) showed recurrent tonsillitis din
50% of 111 adult patients with peritonsillar
abscess. Subsequent studies however showed
lower rates of recurrence.

1. Fried and Forrest (1981), in a 3-yr
follow—up, noted one recurrence of quinsy in 23
patients not subject to tonsillectomy after T &
D. They had a 20% recurrence rate of tonsil-—
litis.

2. Herblld and Bonding (1981) noted re~
current quinsy or tonsillitis din 487 of those
younger than 40 vyears, but had only 17%
recurrence if older than 40,

3, Nielsen and Greisen (1981) reported 10
recurrerit abscesses in 44 patients. All except
one were less than 30 years old.

4. Schechter et al (1982) reported mno
recurrence of quinsy in 32 patients ina 1 to 5
yr followup. TFour of these patients had re-
current tonsillitis but 3 already had a pre—
vious history of frequent tonsillitis.

In this study, there were 48 patients who
underwent incision and drainage., Fifteen
patients underwent interval tonsillectomy.
Twenty-seven of the remaining 33 were contact-—
ed, a response rate of 82X, In our local
series, a 4 to 7 yr followup of 27 patients
showed that only 3 (117) experienced recurrerce
of quinsy after incision and drainage. All of
them were under 30 yr old, which concurs with
the observation of Nielsen and Greisen and of
Herbild and Bonding that recurrences occur more

in the younger age groups.

After iIncision and drainage, 70% in our
series had less than 3 episodes of tonsillitis
per yvear vwhile 30% had more than 3 attacks per

year.

Our results and those of foreign authors
(see Table 4) show that the recurrence rates of
quinsy are generally low following incision and
drainage alone as the surgical management. The
high frequency of post—quinsy tonsillitis in
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our study is attributable to the low socio-
economic status and crowded living conditions
of most of our respondents.

Table 4, Comparison of incidence of frequent
tonsillitis and recurrence of quinsy
following I & D among different
studies.

Mean Follow-Up Recurremt Recurrent

Series Period Tonsillitis OQuinsy
(yr) (2 3x/yx) (%) %)

Fried & 3 20 6

Forrest

(Boston, TUSA)

Herbild &. 5 20 22

Bonding

{Copenhagen)

Nielsen & 3 24 23

Greisen

(Dermark)

Tocal. study 5 30 11

(PGH)

Indication for tonsillectomy in periton—
gillar abscess is based on a past history of
frequent tonsillitis and/or recurrent quinsy,
Nielsen and Greisen as well as Herbild and
Bording recommend this procedure in patients
younger than 30 and 40, respectively. It thus
behooves one to be more selective in choosing
candidates for tonsillectamy. In the P&
set-up, this is of great value since not only
will it reduce patient load on the hospital but
also ensure that all tonsillectomies are indi-
cated. Thus, both the patient and the hospital
are benefitted.

Summary and Recommendations

Qur series had 27 patients with periton-
sillar abscess and were treated by Incision and
drainage and antibiotics, without tonsillectomy.
They were follmwed up for 4 to 7 years and
results showed: ‘

(1) 11% experienced recurrence of quinsy, all
of them less than 30 years old;
(2) 70% had less than 3 episodes of tonsillitis

per vear;

(3) 30% had 3 or more attacks per year, the
relatively higher frequency (as campared
to foreign studies) being attributed to
poor socio—economic conditions.

Peritonsillar abscess as an absolute indi-
cation for tonsillectomy is contradicted. More
rigid criteria for patient selection should be
imposed. Tonsillectomy should be considered
for patients yomnger than 30, or thoee with
past history of frequent tonsillitis or recur—
rent abscesses. In view of this, a prospective
study with emphasis on past history of throat
problems should be undertaken.
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Abstract

Atrophic rhinitis is described as a triad
of fetor, nasal crusting, and atrophic intra-
nasal structures. This study verified the
validity of the Endocrine Theory, and studied
the effects of tropical estrogen (both histo-
logically and clinically) on atrophic rhinitis,
Thirty-two clinically diagnosed ozena patients
were emnrolled in the study, but only 25
completed the studv. Fourteen belonged to the
test group and were gilven topical estrogen
together with alkaline nasal wash., Eleven
patients in the control group were given only
alkaline nasal washing and mucolytic. Punch
biopsies were taken on three periods: pre-
treatment: after two weeks with treatment; and
after two weeks off treatment. Protocol sheetg
were filled up. Data were analyzed. Topical
estrogen was found to significantly improve
botht the clinical and histologic picture of
atrophic rhinitis, as compared to the control.
Further recomendations were mentioned.
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Atrophic rhinitis 1s a chronic nasal
disease characterized by progressive atrophy of
nasal mucosa and underlying bone and the
formation of thick dry crusts in the greatly
enlarged nasal cavity. It has been known since
the biblical times; however, the development of
the reflecting mirror and improved methods of
rhinoscopy allowed the distinction of this
ailment as a separate clinical entity. It has
been described by Fraenkel in 1876 as a triad
of fetor, atrophy of intramasal structures, and
crusting, The disease has the same symptoms
whatever 1ts cause; the victim 1s distressed by
the feeling of nasal obstruction and his asso-
clates by a characteristic foul odor. The
strong permeating offensive odor may dominate
the clinical presentation,

On examination, thin mucosa which bleeds
easily is obscured by greenish crusts of thick
secretions which dry in the nose. When these
are removed, the abnormal patency of the nasal
fossa becomes obvious in advanced cases.

The sense of obstruction is associated
with lack of sensorv imput from receptors in
the micosa; these are either atrophic, encrust-
ed or simply too far from the main stream of

- tidal air to be stimilated. Crusts may reach a

size such as to produce actual masal obstruct-—
ion which may become complete. Consequently,
with the feeling of obstruction comes headache.
Often, these patients complain of dryness of
throat, mucopunulent nasal discharge, halitosis,
and epistaxis. The psychiatric chenges may be
quite manifest on interview. The cruel social
rejection which is experienced bv those with
atrophic rhinitis, together with sleep disturb-
ances caused by mnasal obstruction, often
results in marked psychotic behavior.

Anosmia results from atrophy of the neuro—
epithelium in the roof of the nose, and the
first order neurcnes on the first cranial rerve
pathway. This is often described as a merciful
provision of mature din the odoriferous
cirvcumstances (Grav, 1980).

During the past 40 years, there has been a
notable decline in the iIncidence of atreophic
rhinitis in North America, Britain, and some
parts of Furope. However, the incidence in
Asia and Africa has remained unchanged.
Improved sociceconomic factors are probably
responsible for the fact that atrophic rhinitis
is one of the vanishing diseases in the world
(Goodman, 1973).
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The true etiology of atrophic rhinitis (or
ozena) has not been establishes as of late,
Various theories have been implicated in its
etiology.

Hereditary Theory

There have been ' isolated reports of
members of the same family having atrophic
rhinitis. Young (1967) mentimms a daughter
"{nheriting" the condition from her mother. In
1966, Girgis quotes identical female twins and,
separately, another mother ~ and daughter with
primary atrophic rhinitis. Barton, et al
(1980) discussed an Irdsh family with the
father having atrophic rhinitis, and 8 out of
15 of his children %imilarly affected, their
disease varying in degree from moderate to
severe, The Incidence of atrophic rhinitis in
this family fits in well with dominmt
inheritance with variability of expression.

Infection by Specific Organism Theory

Seali (1973) reports 7 children, all of
whom developed atrophic rhinitis when an
affected child from another family stayed in
the house. He proposed infection as the cause
of atrophic rhinitis In this family. Three
principal organisms have at various times been
held responsible for ozena: Klebslella ozenae,
an atoxic form of C. diphteriae, and the
Perez-Hofer bacillus. In a local study by Wi,
et al (1980) gathered Klebsiella species as the
most common of fending orbanism. In this study,
47% showed the presence of Klebsiella species.

Nutritional Deficiency Theory

Adam (1934) experimentally showed that
rats fed on diets deficient in Vitamins A and D
developed a disease similar to atrophic
rhinitis. Strandbygard (1956) used Vitamin A
in the treatment of ozena and rhinopharyngitis
sicca. . The pharmacologlc dction probably
consists of activation of an impaired fimection
of micous epithelium and perhaps, also of the
previously mnot considered effect upon the
vegetative nervous system. = Bermat (1965),
supported by experiments in mice on vwhich
hyposiderosis was induced, -concluded from his
studies and from the results of iron therapy in
his patients, that ozema is not a localized

disease of the upper respiratory tract, but a

generalized condition that is dve to hyposi-
derosis.
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Simis Infection Theory

Ssali sugpested neglected rhinitis leading
to sinusitis as the cause for atrophic rhini-
tis. Secretions from the ethmoidal alr cells
get trapped causing stasis and iInfection
follows. The pus dIrritation starts the

atrophic changes.
Endocrine Theory

Tn the study of Wi, et al, the sex and age
distribution revealed that there were more
females affected with the disease, and at their
adolescent years. In a study by Cruz, et al
(1979), this same trend was observed with 37
‘cases of atrophic rhinitis. TForeign data also
show the same observation. The sex and age
incidence supports this theory, the basis of
which ‘lies on the hormonal imbalance during
this stage of life. Such Imbalance, other
authors claim, is more pronounced among
females. Either estrogen lack or excess may be
the etiologic factor. Young and Taylor (1961)
reported - several cases of atrophic rhinitis
developing at puberty amd -of symptoms become
worse in females during pregnancy and menmstru-
ation. Mortimer and coworkers (1937) evaluated
the use of estrogen for this disorder in
clinical trials and found that estrogen
produced a marked improvement in most cases.

Other theories which recaived attention
before are @:he Developmental, Autonomic
_Ixrbal:mce, and Collage Disease theories.

The present study verifies the Hormonal or
Endocrine Theory and evaluates the effective-
ness of topical estrogen as a form of treatment
for atrophic rhinitls. It has the following
objective: to evaluate the value of topical
conjugated estrogen cream (Premarin) in the
treatment of atrophic rhinitis:

(1) To determine the effactiveness of topical
conjugated estrogen cream in the treatment
of atrophic rhinitis clinically;

(2) To determine the histologic effects of
topical conjugated estrogen cream on
atrophic rhinitis; and

(3) To compare the results of topical conju-
gated estrogen therapy with that of the
control group (nasal alkaline washing).



Materials and Methods

Cases were selected as they were clinic-
ally diagnosed at the Out—patient Department of
ENT at the Philippine General Hospital over a
period of nine months (Jan-Sep 1987). The
criteria for selection were the following:

(1) Presence of nasal crusting and atrophy of
the. turbinates with or without foul odor;

(2) No history of previous nasal surgery
except for antrostomy;

(3) No previous medical treatment similar to
study recelved within two months prior to
Initiation of present therapy;

(4) No acute, active liver disease, and
history of previous liver pathology; and

(5) No history of estrogen—dependent tumprs,
i.e. breast carcinoma.

Protocol sheets were fillted up and covered
age, sex, occupation, duration of disease,
chief complaint, past and family history, amd
physical examination.

The patients were randomly distributed to
either Group A (control) or Group B (test
group) . Consents were obtained. Treatment was
as follows:

Group A (control): Daily nasal washing with
sodium bicarbonate (1 tablet NAHOO3 .
dissolved in 250 cc of lnkewarm water) to
be irrigated inito each nostril thrice a
day. S-Carboxymethylcysteine, 250 mg
thrice a day. _

Group B (test group): Same as in Group A plus
daily topical swabbing with conjugated
estrogen cream (Premarin), into each
nostril thrice a day, every after washing.

Before starting treatment, punch biopsies
of the middle turbinate were taken. Because
the amxnts of squamous epithelium in the
inferior and middle turbinates vary extensive-—
ly, representative biopgy specimens were taken
as far back in the middle turbinate as possible
in order to be certain that true respiratory
micosa was obtained. The patients followed-up
weekly, After 2 weeks of treatment, a repeat
biopsy was taken. The specific treatment was
continued to complete one month, In Group B,
estrogen application was stopped for K 2 weeks
(after a wonth of treatment) and a third biopsy
was taken thereafter. After one month of nasal
washing, the patients in Group A were asked to

continue the procedure for another 2 weeks (to
coincide with Group B) before a third punch
biopsy was taken. Group A failures were
crossed over to Croup B. Group B failures were
recommended other treatment modalities.

The criterda for improvement were the
following:

(1) Two or all of the following:
a) diminution or disappearance of nasal
crusting;
b) presence of moist, pinkish
nasal micosa; and
c) disappearance of fetid odor.
(2) 50% or more disappearance of patient's
‘ initial clinical signs and symptams; and
(3) Histologic evidence of improvement,

Histologically, pre- amd post-treatment

slides were compared wusing the following
parameters:

(1) Type of epithelium
a) atrophic squamous epithelium
1) generalized
11) focal
b) squamous metaplasia
1) generalized
11) foeal
c) pseudostratified columar
epithelium
i) generalized
11) foeal
(2) Quality of mucus/serous glands
a) atrophic
1) generalized
11) focal
b) norml _

(3) Relative mmber of micus/serous glands —
cdlanlated as the average of the total
mumber of glands comted per LPF found in
one cut, .

.(4) . Presence of mucus blanket

a) generalized
b) focal

(5) Presence of inflammatory cells
a) 0-100/HPF = mild
b). 100-1000/HPF = moderate
c) »1000/HPF = severe

To avoid bias on the part of the patho-
logist as far as the results were concerned,
the slides were read at random and the kind of
treatment received by the patient was not
known ..
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The patients were evaluated on three
periods: initial, 2 weeka with treatment, and 2
wesks off treatment. Percentage disappearance
of signs and symptoms are calculated as
follows:

Total # of signs & symptoms

x (affter 2 wk of treatment

- _ 9r 2 weeks off treatment
P 0 Total # of signs & symptoms
initially
Results

There was a total of 32 patisnts; 17 were
assigned to the test group (B) amnd 15 to the
control group (A). Of those in the test group,
3 dropped out. Four dropped out from the
control group. No crossovers were recruited
anmg the failures in Group A because the
patients were not willing to follow—up anymore,

-All patients were females, save for one
who belonged to the test group. Age ranged
from 18 to 65 years, with majority falling in
the late middle-aged group. Among the cases,
there were ? sisters who have the same dissase,
but did not report similar disease among other
famdly members.

The duration of disease reported rzmged
fram 2 to 4 years, except for 2 patients who
have been complaining of foul odor for 20
years. Six of the 32 patients already received
varied forms of treatmemt for their condition,
i,e. NaH(D3 washing with application of Vandol
and Terramycin ointment; Vitamin A supplements;
and NAHCO3 washing alone. All these six
reported o improvement with their previous
medications. Only one had history of
antrostomy without improvement of condition.

Table T shows the varied chief complaints
of the 32 patients recruited. Among these,
foul nasal odor is the most common and report-
edly most embarrassing complaint. Anosmla is
also a bothersome complaint. The foul nasal
odor is usually reported amwoying by the people
around the person with atrophic rhindtis, so
most of those with ozena complain about this
mogt often than more distressing symptoms as
nasal obstruction and anosmia.

K

x 100

All patients had the triad of crusting,
atrophic turbinates, and foul nasal odor.
Together with these three, all 32 patients had
the signs and symptoms presented in Table IT.

In the test group (Group B with conjugated
estrogen cream), only 14 out of 17 patients
contimed and completed the study, After 2
weeks of treatment with the estrogen cresm, the
natients reported significant disappesrsnce of
clinical menifestations, with percentage
disappearance ranging from 57.5% to 95%, and
average of 78.05%. While in the control group,
% disappearance after 2 wesks of NaHOO3 nasal
washing ranged from 507 to 70%, with an average
of 59.092., Table III shows the average
disappesrance of signse and symptoms for each
graoup.

Among the signs and symptoms presented
initiaily, all Group B patients reported
disappearance of foul nasal odor, anocamia, dry
nasal mucos, and halitosis. However, after 2
weeks off estrogen cream, certain signs and
symptoms reappeared: mnasal crusting in 2
patients; foul odor, anoamia, dry nasal mxosa,
mucopurulent discharge, halitosis, and
postmasal drip in 4 patients each, Table IV
shows the signs and symptome 2 weeks with and 2
weeks off treatment,

In the control group, however, all 11
patients reported disappearamce of foul odor
and dry nasal mcosa after 2 weeks of treat-
ment. None were fourd to have improvement of
atrophic turbinates. Nasal crusting dis-
appeared in 6 patients. Only a maoxdmm of 80%
disappearance of nasal crusting was reported.
After 1} months with NaHCO3 washing, theie was
deterioration of signs and symptoms seve for
anoamia, Table V shows the signs and symptoms
2 weeks with treatment and 2 weeks off treat-—

~-ment in the control group.

The histologic pichmre of atrophic
rhinitis was clearly depicted in biopsies
taken. There was a change of the normal
pseudostratified columar nasal epithelban to
the stratified squamous variety.  Squamous
metaplasia was the most common alteration
observed. There was either gensralized or
focal atrophy of the glands. Ahmdant
inflammatory cells were seen in the tunica
propria. Mucus blanket was usually abaent.

FExcept for 2 patients, the rest of Group B
cases reported improvement of atrophic turbi-



nates after 2 weeks of treatment, In these
patients, the histopath results (after 2 weeks
of treatment) were compatible with the clinical
trend. Table VI shows the histologic changes
in type of epithelium in dimproved cases in
Group B.

In the 2 patients without apparent
clirdcal dimprovement in atrophic turbinates
after 2 weeks of topical estrogen, only one had
compatible histologic findings 1in type of
epithelium. The biopsy showed squamous meta-
plasia with focal pseudostratified columar
epithelium; becoming squamous metaplasia with
atrophy 2 weeks after treatment. However, in
the other, despite lack of clinical improve-
ment, there was significant histologic improve—
ment  from atrophic squamous epithelium to
squamous metaplasia with focal pseudostratified
columar cells

Table VI displays that 2 weeks off treat-
ment there is slight deterioration of the
epithelium in 4 cases, compatible with clinical
reappearance of atrophic turbinates in the same
4 cases.

In the control group, no clinical improve-
ment of atrophic turbinates was noted. The
type of epithelium did not change significant-
ly. See Table VII.

Among the 5 histologic criteria used in
the study (type of epithelium, quality of
micus serous glands, relative rumber of serous/
mwus glands, presence of mucus blanket,
presence of Inflammatory cells), only in .the
type of epithelium and quality of glands was
there a trend compatible with clinical findings
founds. Table VIII shows these changes.

For the control group, the quality of the
glands dis not chimge remarkably. See Table
IX.

No trend was found in the relative number
of glands, Preséence of inflammatory cells was

unchanged in both groups. Presence of mucus
blarnket was variable.

Discussion

The age and sex distribution of patients
in this study reveals that there are more
females afflicted with the disease and usually

failing in the late middle-aged group, with the
oldest being 65 years old. The age distribu-
tion clearly contrasts the report of Wi, et al
ard Cruz, et al that atrophic rhinitis is more
comonly seen at the adolescent stage., How
cver, the sex and age Incldence recovered in
this study still verifies the Hormonal (Endo-
crine) Theory, since most of them belonged to
the premenopausal and menopausal stage. Six of
the 32 patients belonged to the ymmger age
groap (18-29 yr),

Many authors have advocated the Hereditary
Theory. Occasionally there is a strong family
history of this condition. The occurrence in
this study of 2 sisters having atrophic rhind-
tis may sugpest a familial tendency. However,
no further support was offered for this.,

Although the patients have anogsmia, the
most common chief complaint 1s foul nasal odor
as complained to the patients by others. Cruel
soclal rejection is probably a more frustrating
state than having nasal obstruction, headache,
or micopurulent discharge. This emphasizes the
strong tendency of atrophic rhinitis patients
to develop antisocial attitudes or marked
psychotic behavior.

There 1s a remarkable disappearance of
clinical signs and symptoms in the patients
treated with topical conjugated estrogen cream
even after 2 weeks off treatment. Please see
Table III. There is a differemce of 12 to 19%
disappearance of symptoms over that of the
control. Mostly the signs and symptoms of
nasal crust, foul odor, atrophic turbinates,
anoanria, dry nasal mucosa, and- halitosis are
greatly improved in Group B. Whereas in Group
A, o improvement of the turbinates is seen.
Histologic findings convineingly support the
clinical report.

Atrophic rhinitis does not present a
pathognomonic picture histologically. Squamous
metaplasia of the surface epithelium, by far
the most common alteration as observed, occurs
in the form of islands in the epithelium.
Taylor and Young (1961) have shown clearly - the
changes seen on light microscopy. These vary
fram loss of cilia with flattening of cells to
a developed 4-layered stratified squamous
epithelium. In the lamina propia, abundant
inflammatory iInfiitration 1is common. The
comective tissue elements and basement
menwbrane are not increased in thiclmess. The
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absence or scarcity of columar and goblet
cells is one of the typical features, as ig the
abundance of neutrophils and bacteria. The
blanket of micus is absent. There is either
generalized or focal atrophy of glands. Such a
thimed-out epithelium is prome to infection
and inflammation of "the sulmmcosal tissues,
with resulting local irritation, and may tend
to bleed at the slightest trauma or even
spontaneously.

The Hormomal - Theory sugpests a lack of
astrogen or hormonal imbalance as the cause of
atrophic rhinitis, in much the same way that
atrophic vaginitis is secondary to lack of it.
In the absence of adequate amounts of estrogen,
the vaginal mucosa undergoes a characteristic
thimming and atrophy. This process is mot
restricted to the vagina, however, but appears
to be shated to some extent by mucuous
membranes elsewhere in the body. Clinically
significant micosal atrophy induced by estrogen
lack and responding favorably to estrogen
therapy is also typically seen in urethra and
trigone of the bladder, and also occurs in the
nasal, buccal, and even gastric mucosa (Green,
1977).

Estrogens have been administered locally
for atrophic rhinitis. Som: authors say that
the occasional improvement encountered has been
only temporary (Ssali, 1973). Mortimer and
coworkers (1937) evaluated the use of estrogen

for this disorder in clinical trials and found .

that estrogen produced a marked improvement in
most cases. Yadav and Seth (1979) used intra-

nasal injection of placental extract, and found -

that 80% of their patients obtained dramatic
and quick improvement clinically. .And 65% of

them have been asymptamatic for more than a -

year. Placental extract contains est:rogen and
progesterone.

In this study, the application of topical

estrogen caused reversion of the atrophic
epithelim (92.5% or 13/14), and improved the
histologic quality of the nasal glands (64.3%).
With improvement in the type of epithelium,
other signs and symptoms improved consequently,
Nasal crusing, dry nasal mucosa, halitosis, and
anosmia improved. Estrogen is sald to act by
stimilating regeneration of diseased tissue, in
this case producing normalizarion .of nasal
mosa. FEstrogen also promotes gland mitoses,
thus the improvement of quality of serous/micus
glands.
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However, no significant trend has been
fomd to indicate the effects of estrogen on
the quantity of glands and mucus blanket. The
variable of sampling may be considered.
Estrogen, however, 1s not found to affect the
presence of inflammatory cells because in all,

no change has been demonstrated.

In the control, all patients (11) reported
disappearance of both foul odor and dry nasal
mucosa. On followup visits, nasal crusting is
still observed in 5/11 patients. None sghowed
improvement of turbinates. No histologic
evidence of epithelial improvement is observed,
Likewise, no trend is seen with the quantity of
glands, presence of mxus blanket. Degree of
inflammation remains unchanged.

Regular nasal cleaing with alkaline -

solution is the basis of conservative treatment
of atrophic rhinitis (Yadav amd Seth, 1979).
If the patient is prepared to carry out this
simple treatment with unfailing regularity,
freedom from offensive effluvia and crust
formation can be achieved. The alkaline
solution acts as a mcolytic and cleansing

Nasa.L mshing helps to remove crusts,
but they rafomt witbin 24 hours. The effects
-1t cause any clindcal

Ty

improvement 1in nasalmuﬁa and turbinates, nor

reversion of epithelium.

The patients treated with topical estrogen
‘are followed up till the present. They were
asked to tape off washing and estrogen over a
‘period of 2 months. The turbinates are still
clinically improved, masal- crusting Is very
minimal, foul nasal odor}amt often complained
of, and anoamia is alleviated

This study therefore concludes that topical

. estrogén has a place in atrophic vhinitis

therapy. Clinical and histologic evidence

support this,

OONCLUSTON

A randomized study on the clinical and
histologic effects of topical estrogen on
atrophic rthinitis has been presented. The
various histologic features of _ atrophic
rhinitis were described. Topical estrogen
significantly improved the clinical and
histologic picture of atrophic rhimtis as
compared to the control. It is recommended



that topical estrogen cream be applied daily Table IV. Signs and symptoms 2 weeks with and

together with alkaline nasal washing for a 2 weeks off treatment in Group B.
period of one month, and gently tapered off In - .
a period of 1-2 months. Regular monthly Signs and symptoms of patients who reported
follow—up is advocated. . disappearance (1=14)
2 wks w/ x| 2 wks off tx
nasal crust - 12 10
foul odor . 14 10
Table I. Chief complaints. atrophic turbinates. 12 10
headache 12 12
_ anosmia 14 - 10
Chief complaint # of patients | Percentage dry 1 14 10
with complaint mucopurulent d/c 12 8
halitosis 14 10
throat 12 12
foul nasal odor 8 25.0 sz or so]rzriproa 8 4
anosmia 6 18.7 blocked nose 5 5
nasal obstruction 5 15.6 -
crusting 5 15.6
frequent colds 4 12.4
headache 3 9.4
productive cough = 22 Table V., Signs and symptoms 2 weeks with and
Total 32_ 2.9 2 weeks off treatment in Group A.
Signs and symptoms |# of patients who reported
o disappear. (=11)
Table TI. Clinical manifestations _ T o s
(signs and symptoms) ‘ '
nasal crust 6 5
nasal crust foul odor 11 6
foul odor atrophic turbinates 0 0
atrophic turbinates headache 6 0
Ac anosmia 5 11
anosmia dry nasal mucosa 11 5
dry nasal mucosa mucopurulent d/c 7 0
mcopurulent discharge halitosis 6 5
halitosis dry or sore throat 5 0
dry or sore throat postnasal drip 5 0
postnasal discharge blocked nose 5 0
blocked nose

Table ITI. 7% disappearance of
signs and symptoms

Group | 2 weeks with 2 weeks off
treatment (%) | treatment (%)

A 59.09 68.1

8
B 78.05 80.70
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Table VI. Changes in type of epitheliun in improved cases
treated with topical estrogen.

Pre—tx 2 vks w/ tx 2 wks off tx # cases
squamous metaplasia  pseudostratified atrophy w/ focal 2
w/ focal pseudo- columar w/ focal pseudostratified
stratified squamous meta- columar
columnar plasia
squamous metaplasia  pseudoscratified psewdostratified 6
w/ focal psuedo— columar w/ focal columar w/ focal
stratified squamous meta- atrophy
plasia
atrophic w/ focal squamOus meta- squamous meta— 2
squamous metaplasia plasia w/ focal — plasia w/ focal
pseudostratified atrophy
columar
atrophic w/ focal squamous meta- pseudostratified 2
squamus metaplasia  plasia w/ focal — columar w/
pseudostratified squamous meta—
columar plasia
Table VIT. Chages in type of epithelium in Group A cases
Pre—tx 2 wks w/ tx 1 mo of tx # cases

squamous metaplasia
w/focal atrophy

psuedostratified
columar w/ squa-
mous metaplasia
and atrophy

atrophic w/ focal

squamous meta-
plasia

squamous metaplasia
w/ focal pseudo—
stratified columar

squamous metaplasia
w/ focal atrophy

atrophic w/ foeal
SqUAmMOoUS mera—
plasia and pseudo—
stratified columar

squamous metaplasia 4

w/ focal atrophy

pseudostratified
columar w/ focal

atrophy

atrophic w/ focal

squamous meta-—
plasia

3

4




Table VIII. Histologic changes in quality of glands in Group B

(topical estrogen)

Pre—tx 2 wks w/ tx 2 wks off tx i cases

atrophic w/ atrophic w/ normal w/ 3

focal normal focal normal focal atrophy

atrophic w/ normal w/ normal 4

focal normal focal atrophy

atrophic normal normal w/ 2
focal atrophy

normal w/ atrophic normal w/ 1

focal atrophy focal atrophy

normal w/ normal w/ normal w/ 4

focal atrophy focal atrophy focal atrophy

Table IX, Histologic changes in quality of mucus/serous

glands in Group A.

Pre—tx 2 wks w/ tx 1 mo of tx # cases
atrophic w/ atrophic atrophic w/ 5
focal normal focal normal

normal w/ focal atrophy atrophy w/ 4
focal atrophy focal normal

normal w/ normal w/ normal w/ 2
focal atrophy focal atrophy focal atrophy
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10, 20, 30 WHAT IS IT REALLY?"

Arsenio L. Pascual III, mp**

Introduction

Is it 10, 20, or 30?7 It all begins as an
outpouching of the nasal mucosa in the third
month of fetal life and contimues thereon to
develop, maturing at aboyt the second decade of
life — the maxillary sinus.

It has been the tapic of discussion in the
centuries past and will contimue to be in the
days to come. Studied and described by so many
authors as to its volume and fumctions, it is
interesting to note that they agree only in one
aspect, that the maxillary simus is the largest
of the paranasal simises,

To compound the problem, we contirmue to use
the volumetric measurements of the maxdllary
siruses set forth by these same authors as our
reference in our daily practice of our speclalty.
A disturbing question at this point would be:
Are the values relevant to the Philippine
setting?

*3ld Prize-7th Scientific (Clinical) Research Contest in
Otolaryngology held at the Manila Midtown Hotel on
30 October 1987

“Rosident, Department of Otolaryngology, PLM-Ospital
ng Maynila

Objective

1. To determine the average capacity of the
maxillary sinus among Filipinos.

2., To determine if there is a difference
between the capacity of the antra in an
Individual.

Materials and Methods

The prospective study done was composed of
15 patients, whose ages range from 20 yr old and
above, and were admitted from February 1987 to 15
October 1987 at the Department of ORL-HNS, Ospi-
tal ng Maynila. All of these patients were found
to have radiographically dense antra and under-
wenit Caldwell-Tuc operation for the first time.
However, intraoperatively, their antra were found
to be normal.

This study also included 10 adult cadavers
for the purpose of comparison,

Intraoperative Measurements

The antra of the patients who conformed with
the criteria stated above were measured intra-
operatively.

The head of the patients were first posi-
tioned in a manner by which the antero~lateral
wall of the antnm parallel the level of the
operating table. 'The nasal cavities were then
packed with vaselinized nasal strips to ensure
that no leakage would occur through the natural
ostium. Caldwell-Tuc operation was then per-
formed. After hemostasis was achieved and the
antrum dried with nasal strips, we then proceeded
to measure the cavity using NSS tinged with
gentian violet and a 30 cc syringe with a needle
to minimize bubble formation inside.

The antrum was filled up till the solution
was at the level of the brim of the opening made
on the anterolateral wall of the antrum. This
procedure was repeated thrice in all the subjects
and the average obtained.

cadaveric Measurements

The antra of 10 adult cadavers were also
measured for comparative studies. Instead of
using NSS, we opted to use com starch solution
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to ensure that it will not leak threugh the
natural ostium and in case the antrum has any
perforation.

pData and Results

Group 1 (Live Patients)

No. Name Age Sox Capacity (cc)
1 MC. 3 F 5.5
2 MM, 54 M 8
3. EL. 28 F 7.5
4, BB, 38 F 8.5
5. W.S. 49 M 15
6. AM. 26 F 9
7 E.T. 24 M 9.2
8. FO0, 71 M 12
9. R.R. 42 M 6
10. L.C. 30 F 14
11. B.P. 36 M 9.4
12, s.c. 25 F 13.5
13. A.C. .28 M 8
4. M.R. 32 M 6.5
15. G.C. 65 F 7
Range: Min, 5.5 cc  Memn Ave, 9.27 cc
Max. 15.0 ce SD * 2.89 cc

Group 1 (Cadavers)

No. Sex Capacity (left) Capacity (right)
1. M 12.5 12.3
2. M 7.5 7.7
3. M 25 ' 25
4, M 1.8 2
5. M 8 8
6. ¥ 8 8.3
7. M 10.3 10.3
8. M 9.4 9.2
9. F 7.8 7.5
10. F 11 11.1
Mean Ave. 10:13 cc .+ 5.77 ec
Mean Diff. 0.15 cc SD +0.19 cc
Discussion

The study consisted of two groups with a
total of 25 subjects, 15 of which were patients
whose ages range from 24 to 71 yr old with ave-
rage of 47.5 yr old. On the other hand, there
were 10 cadavers whose ages could mot be deter—
mined due to the umavailability of their records,
but were presumed to be adults based on their

physical developments.
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Group I represents the 15 patients who
underwent Caldwell-Luc operation. The range of
the capacity of the maxillary antrum obtained
from 5.5 cc which was the smallest to 15 cc, the
biggest. The mean average derived being 9.27 cc
with a 8D of £2,99 cc.

Group II consists of 10 adult cadavers
wherein both antra were measured and compared to
determine whether there would be any significant
variation in the capacity of both antra in a
single individual. The mean average of all the
antra was 10.13 cc with a 8D of +5.77 cc and the
mean difference being 0.15 cc and a SD of +0.19
cc.

We then compared the two groups for amy
disparity between their antra. The average of
Group I as stated above is 9.27 cc with a SD of
*2.99 cc against that of Graup II widch 1s 10.13
ce with a SD of +#5.77 cc.

Using the T-test method for statistical
analysis, the results obtained are as follows:

The data collected revealed a highly signi-
ficant difference between the volumetric measure-
ment stated by the forelgn authors as compared to
the values obtained in this study.

The comparison between the left and rtight
antra of the cadavers proved to be insignificant.
This was done to prove that the antra are more or
less of equal size to justify the representation
of either antrum instead of both,

We then used the values of Groups I and II
to determine 1if there would be any significant
difference between the antra of the patients
measured intraoperatively from that of the cada-
vers. No significant difference wms noted
statistically.

Conclusion

1. The difference between the volumetric
measurements previously accepted and those
obtained by this author is highly significant,

2. The difference between the capacity of
the maxillary antra in the same Individual is not

significant.



Comments

As K.J. Tee stated in his book, Essentials
of Otolarwngology, Head and Neck Surgery, ''The
maxillarvy sinus is the largest of the paranasal
girmuses and has a volume of 15 ml."

Morris Human Anatomy states that "the adult
capacity of the simis is approximately 15 ml."

Henry Gray, 1n his book, Anatomy of the
Hmen Body, states that ''the adult -capacity
varles from 9.5 cc to 20 cc, average about 14.75
ce."

Paparella, on the other hand, expresses that
"the usual adult maxillary antrum has a capacity
of 30 ml."

This study was undertaken to show the ana-
tomical discrepancy between what is reported by
foreign authors and our findings in the labora-

tory.

The relevance of this study will only be
apparent 1f one considers the statement of
Paparella and Shumrick (Vol. I Otolaryngology)
that, "the existence of the paranasal simses has
never been satisfactorily explained" and quoting
Mink (1915) that, '"there is no convincing evi-
dence to suggest that the paranasal sinuses serve
any purpose whatsoever.'

A glance of the humen skull reveals that the
cervical spine, which serves to carry the weight
of the skull, is situated far posterior from its
dead center. If one carrles a heavy object, it
is axdomatic that to make it lighter, the weight
ghould be balance on each side of the fulcrum.
Using a line passing coronally through the center
for the foramen magmm as a fulcrum or axis, the
skull tiles forward on accomt of its heavier
anterior segment. What has evolutionary process
provided for this anomaly? Either:

- A pull is exerted from the back to keep the
head from sagging forward and this is
aeffected by the four deep muscles of the
back of the neck, namely:

1. Splenjus capitis

2. Splenius cervicis

3. Trapezius

4. Semispinalis capitis

~ Make provision for the cervical spine to be
as close ag possible to the anatomical cen—
ter of the skull by utilizing the atlanto-

occipital protuberance as the actual fulcrum
as these are anteriorly located to each side
of the foramen magnun. These articulate
with the lateral masses of the atlas or
first which are the most bulky and soldd
parts of the atlas.

- Put a counterweight on the lighter half,
which in this instance is represented by the
oceipital protuberance which obviously 1s
inadequate.

— Lighten the heavier anterior segment by
making hollow some of its bones and this is
represented by the paranasal sinuses.

Of these different options, the last appears
to be the most effective and in a future study, a
member of our staff at the Department of ORL-HNS,
Ospital ng Maynila will prove this to be so.
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Introduction

Otitis media is a potentially serious di-
sease chiefly because of its complications which
may threaten life and health. This has been re-
cognized from antiquity when Hippocrates about
460 B.C. moted that "acute pain of the ear with
continued high fever is to be dreaded for the
patient may become delirious and die".

In a third world country like the Philippines
where 49 million out of 58.7 million Filipinos
comprising 70% of our total population live in
absolute poverty, where malnutrition abound and
health care 1is prohibited, predisposition to
iInfections particularly of the middle ear can be
very common., 1 ‘

Of the many patients seen at the Santo Tomas
University Hospital Otorhinolatyngology Out-
Patient Department everyday, one carmot help but
notice the miunerous cases of OM coming for con—
sult. Of the 7,161 patients seen at the OPD from
June to November 1987, 992 were diagnosed to have
OM comprising 14%. Surprisingly, mothers of

*Presented at the 4th ASEAN Otorhinolaryngological Head & Neck
Congress, Singapore

el
Consultant, Department of Otorhinolaryngology, UST Hospital

ir“Flesident. Departmaent of Otorhinolaryngology, UST Hospital
a4

patients with chronically draining ears, when
asked why no previous consult was made would
often say, "akala ko luga lang" (T thought it
was just a draining ear.')

It is the objective of this study to find
out the attitudes of Filipino mothers, particu-
larly the poor, towards the common 'luga" or
draining ear and ultimately educate them of
erroneous beliefs.

Methodology

An initial prospective study composed of 800
mothers from all walks of life, different social
and economic backgrourds were included in the
study. A questiomaire divided into General
Information, Health Practices, Knowledge of the
Disease, and Fxposure to OM was fonmlated,
tested, and distributed to randomly chosen
respondents. Descriptive statistical analysis to
show an over-all general survey was done. With
the motivating results of the initial study, a
more detalled analysis of 200 respondents fram
Luzon's poorer population was made using the same
methodology.

Results

In the initial prospective study of 657 res—
pondents, 867% called the condition wherein mucus
or pus drains from the ear "luga."

As to the cause of the draining ear, 37
attributed it to infection while 53% thought it
was brought by the common cold.

As a general belief, 427 of the mothers will
not consult if their children will even encounter
"uga' and 14% believed it can cause deafness.

Most common reason for mon—consultation were,
they believe: 43% it will spontaneously disappear;
42% it will heal on its owm.

In the more detailed study of 200 mothers
from the poor population, 147 attributed "luga'"
to Infection and 58% believed the condition was
due to colds.

50.5% had varied answers like too much cry-

inig, excessive cleaning, frequent bathing, and
breastfeeding.



As to the effects of "luga" on the child,
58.5% thought it will cause deafness and 8.5%
thought it will affect the child's educational
ability.

31.5% of the population had children with
"luga"; 56% comsulted a health persommel; 19%
treated the condition on their own; and the rest
simply left it umattended.

“The most common reason for rmr—cons’ultatim:
48% would heal spontanecusly; 36% it's just a
part of growing up.

68.5%2 of the mothers interviewed had mo
children experiencing the condition.

If these mothers were to observe "luga" in
their children, 76% would consult a health person-
nel and 21% would treat the "luga' on their own.

Most mothers in this categorical class who
will not consult a health persomel, 40% believed
the condition would spontameously disappear and
28% believed that "uga" was just a part of grow-
ing up.

Discussion

cording to J. L. Parodise, a noted pedia-
tric otolaryngologist, otitis media with effusion
is one of the most common chronic conditions
encountered in pediatric practice. 2 Persistent
fluid accumilations in the middle ear contime to
be a perplexing problem to otologists and pedia-
tricians throughout the world, and the disease
has important social, econamic, and health care
implications.

Although their over-all incidence is low,
meningitis, brain abscess, and sigmoid simus
thrombosis as a complication of CM are still
encomtered frequently in the Philippines., But,
more importantly, is the developmental and psy-
choeducational sequela of OM. The principal
auditory consequence of the persistent draining
ear is, of course, hearing loss and the most
feared consequence of hearing loss in children is
an adverse effect upon the development of speech,
language and cognition, and eventually their
intellectual and personality development. ~° 5 The
impact of such consequences define clearly the
importance of the disease to the individual and
society.

‘The United Nations reported that otitis
media was the most common cause of hearing loss
in children. In a Philippine study made by
Dr. Abelardo Perez on causes of deafmess in
children, he concluded that otitis media was the
most common cause of hearing impairment in his
study of 598 students.

With the aforementioned reasons, it is im-
portant that causes of OOM be immediately identi-
fled and treated for they can be reversible if
treated early and properly. It becames equally
important that parents are aware of the dangers
and consequences of chronically draining ears.

In the TimeTLife book on Sound and Hearing,

S. S. Stevens, et al, wrote and I quote "How
precious hearing is, becomes clear, when it is
lacking. , A baby bom blind or insemsitive to-
pain usually surmounts his handicap to lead a
useful life. A baby with hearing loss may be
lost to mankind. The first steps of intellectual
development -are. beyond his reach. The sounds of
life — his wother's lullaby, the clatter of a
rattle, evem his own yowl of mger — remain
unknown.  He will have difficulty imitating
meaningful sounds because he cammot hear them.
Unless heroic measures rescue him, he will never
truly master his own language, he will live cut
off from the humen race. It is hearing with 1ts
offspring, speech, that gives man his superlative
capacity to commmicate; to pass along hard won
knowledge, and 80 to rul an entire planet."©-

Complications of (OM are preventable if seen
early by a medical practitioner and it is the
mothers who often notice the disease first with
its common sign "luga." The study vividly des-
crbe how ignorant some mothers are towards the
draining ear. Hearing loss secondary to OM is
very real and the implications of such mothers
myths can truly be a child's malady.
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Introduction

It is common knowledge that Juvenile Naso-
pharyngeal Anglofibromas have a preponderance for
pubescent males, These vascular tumors which
usually arise from the nasophamygeal vault were
almost exclusively reported in males both in
foreign and local literatures. This will be the
first locally documented case of Juvenile

Nagopharyngeal Angiofibroma in a female.

Case Report

The patient is Zaida Ellao, 5-yr old, female,
admitted for the first time at the UERMMC Depart-
ment of Otolaryngology, Head and Neck Surgery,
because of right nasal obstruction and epistaxis.

The patient was apparently well until 4
months prior to admission when she experienced
bilateral epistaxis. There was no history of
trauma, nor any Intranasal manipulation. From
ther on, she had monthly episodes of epistaxis
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which stops spontaneously. Nasal obstruction
with mucoid discharge were apparent in the next
few weeks. Medical consultation was sought two
weeks prior to admission and a right nasal cavity
mass was noted. Medications given did not afford
any relief. Because of the persistence of the
signs and symptoms, the patient was referred and
subsequently admitted to the UERMMC.

Clinical examinations revealed a F/N, F/D,
child, conscious, and mot in any form of distress.
Vital signs were all within normal limits.
External examination of the nose showed widening
of the right nasal bridge. Anterior rhinoscopy
revealed the presence of a pinkish, fleshy, mass
in the right nasal cavity which bled profusely on
slightest memipulation. Posterior rhinoscopy was
accomplished under general anesthesia and showed
the posterior septum to be deviated to the left
and the nasopharynx devoid of ary masses.

Radiography of the paranasal simses showed
a soft tissue mass density within the right nasal
cavity displacing the septum to the left with
effacement of the superolateral aspect of the
lateral wall of the cavity. There was also noted
haziness of the paranasal simses on the right.
Angiography revealed a blush at the posterolate-
ral wall of the right nasal cavity consistent
with that of a vascular lesion. The main feeding
vessel is the right intermal maxillary artery.

The mass was subsequently embolized with
Gelfoam and excised three days later via a late-

ral rhinotomy approach. The post-operative
course was unremarkable,

Intraoperative Findings

A right nasal cavity mass was noted, des-
cribed as predominantly reddish with some grayish
patches, The borders werz separated from the
surroumding structures and the main stalk located
at the posterolateral wall of the nasal cavity
near the roof. The nasopharnymx was devoid of
any masses.

Histopathologic Findings

Gross description of the mass showed a spe—
cimen consisting of small irregular fragments of
whitish to brownish tissues amounting to 5 cc in
aggregate volume. Cut sections of the tissue
also showed multiple irregular foci of red-brown
hemorrhages.
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Microscopic section showed a tumor composed
of loose fibrous stroma arranged in a wavy pat-
tern with interspersed gaping and slit-1ike
vascular charmels lined with a single layer of
endothelial cells. Stromal cells are stellate in
shape. Numerous monocular Inflammatory infil-
trates are scattered within the intervening
stroma. The overlying epithelium is necrotic.

Discussion

Misdiagnosis of vascular tumors of the sino~
nasal tracts and nasopharyrx in children often
occur, for most of these tumors present with
similar characteristics. Moreover, a thorough
examination of these tumors are quite difficult
because of profuse bleeding. Preoperatively, one
can only speculate. This puts the otolaryngolo-
gist in a dilemma: should he be agpressive or
conservative? Our patient, because of age and
sex, probabllities ranged from thé most benign
pyogenic gramilom to the most malignant rhabdo-
myosarcoms, hence a dilemma. To settle the
issue, we opted for a biopsy with double set—up
preparations in the operating room. This histo-
pathological  examination revealed Juvenile

Nasopharyngeal Angiofibroma.

Juvenile Nasopharyngeal Angiofibroma (JNA)
is a benign, highly vastular, locally invasive
tumor. It is the most commonly .encountered vas-
cular mass in the nasal cavity. This tumor is
not that uncammon, a UP-PGH study am
incidence of 1.4% of all ENT admissions. ™ Most
of the tumors menifest during adolescenmce, with
patients ages ranging from 7-30 years with a
medisn of 14 years, Although, these tumors have
a sexual predilection for males, foreign litera—
ture have already documented cases in females.
In the Philippines, however, no female case has
vet been reported (see Table 1).

Table 1.

Author Period No. of cases Sex
Caparas et al 1973-78 50 all males
Tuazon et al 1979-83 12 all males
Bautigta et al - 4 all mles
UERMMC 1980-89 4 all males

In the strict semse, juvenile angiofibroma
does not arise fram within the nasopharymx. The
specific point of origin being on the postero-
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lateral wall of the roof of the nose, where the
sphenoidal process of the palatine bone meets the
horizontal ala of the vomer bone and the root of
the pterygoid process. This junction forms the
superior margin of the sphenopalatine foramen and
the ethmoid crest (or the attachment of the
posterior end of the middle turbinate). This
gite of origin has led some authors to suggest
that JNA would be more appropriately identified
as a Juvenile Postnasal Angiofibroma. 2

The etiology of these tumors are still wn-
certain. However, several theories hawe been
proposed and they are: (1) deficiency of androgen
activity or an overproduction of estrogen, (2)
deviation from the embryonic cartilage during the
development of the skull, (3) as an ectopic nidus
of vascular tissue lying unilaterally at the
origin of the sphenopalatine foramen aswmiting
stimulation by endogenous testosterone,’ and (4)
from large endothelial~lines spaces about the
origin of the foramen and the base of the ptery-
goid plates.

The growth of these tumors follow a natural
course. 2 The tumor grows -just inside the post-
erior chosmal margin on the roof laterally, It
enlarges reaching the posterior border of the
eeptum extending dowrward along its margin. The
tumor then grows forward to fill the nasal ca-
vity, displacing the septum to the opposite nasal
cavity and flattening the turbinates. From here,
the tuwor fills the nasopharynx displacing the
soft palate., As the twmor grows further, it
enters the pterypomaxillary fossa through the
sphenopalatine foramen. Here, it can affect the
posterior wall of the maxillary simus (anterior
wall of the fossa), or grow laterally and mani-
fest itself as bulge in the chesk. It can grow
superiorly and affect the orbit. In about 80% of
patients, the tumor can also grow straight upserd |
from its origin to affect the sphenoid sinus.

“The rate of spread is umknown.

Microscopically, the tumor has two strildng
features: a fibrous stroma and a rich vascular
network. These components, however, are not
diagnostic for they are also components of other
lesions like pyogenic grasuloma, polyps with
c¢hronic fibrovascular laterations or even a
normal turbinate with its prominent vascularity--
JNA, however, follows a pattern which is distinc-
tive enough to allow specific histologic recog-
nition. > There is the presence of the slif-like
(long and thin) vascular charmels undformly
distributed In a given area. The stromal cl-



lagen often has a wevy pattern. The stroml
cells often have a stellate shape. But the most
important feature is that the wessels are devoid
of elastic and muscular fibers and are filled
with blood. This resdily explains the presence
of severe hemmorhage even when the tumor is
touched lightly. 6

The clinical signs and symptoms presented by
JNA are characteristic but they are by no means
diagnostic. Nasal obstruction which, if unila-
teral and moderate in degree, may go umoticed
for sometime; the tumor may, therefore, reach a
significant size to cause deformity before any
consultations are made, FEpistaxis is recurrent
and vsually severe and most often caused by the
slightest traum or even sneezing. Nasal dis-
‘charge initially is watery or mwoid becoming
purulent when there is secondary infection from
the paranasal simses. FRhinolalia clausa and
anoamia complete the clinical picture,

Many modes of imeging are utilized to sup-
plement diagnoeis and determine the therapeutic
approach. Radiography of the paranasal sinuses,
computerized tomography, and angiography are all
invaluable preoperatively. Anglography is parti-
cularly important in determining the tumor blood

supply and by providing access for preoperative
embolization,

Numerous treatment methods are described,
The use of cryotherapy, sclerotherapy, electroco-
agulation, chemtherapy, and permanent emboliza-
tion were utilized for both definitive and ad-
junctive therapy. Cumrings presented fairly
convincing statistics to support the use of
radiation therapy, however, it is not without its
camulative risk plus the chance of developing a
radiation-induced cancer.l? Because of the
relative accessibility of these tumors, surgery
with complete removal is the only way to obtain
radical cure. Strategies are based on the site
and extent of tmmwor invasion. Caparas et al
reported a mmber of surgical approaches to the
tunor varying from the transpalatal, lateral
rhinotomy, transmaxillary, and Weber-Ferguson.

Prognosis is fairly good. Batsakis reports
recurrences occurring in about 50% of patients
and a mortality of only 3%, Recurrences ocour
within the first twelve months after therapy.

Comparing the features of our patient to a
typical male with Angiofibroma, only one dif-
ference is moted (see Table 2). This was also

UE patient Typical male

Clinical presentation

triad of symptoms:
(nasal obstruction,
recurrent epistaxis,

nasal discharge)

tumor bleed easily on
menipulation

present present

present present

signs related to tumor
slze (located in nasal
cavity): displacement of
septun to the opposite
side, flattening of the
turbinates, widening of
the nasal bridge

present present

Origin on posterolateral
wall near the room

mainly in
nasal cavity

presents
with a

nasopha-

Location

component

Laboratory data

internal
maxillary
artery

intemal
maxillary
artery

Angiography
(main feeding
vessel)

Histopathologic data

Microscopically,

fibrous stroma - wavy

stroma cells - stellate

slit-like vascular
charmels

vascular walls devoid
of elastic/mascular
fibers

presence of inflammatory
cells

present
present

present
present

present present

present present

may be -
preser.t

may be
present
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raised by Heffner. ** He points out that the
location of the tumor is not typical of am
Angiofibroma, stating that the Angiofibromas have
a nasopharyngeal component and not solely found
within the nasal cavity. Let us recall the
natural course of the tumor, it first fills the
nasal cavity before extending into the naso-
pharynx. It is highly possible, therefore, that
the patient was diagnosed early enough that the
tuor has mot yet extended into the nasopharynx.
Had we waited for another two years, the tumor
would not only have filled the nasopharyrx but
would also fall within the age bracket.

Based on the clinical features, laboratory
data, gross and histologic morphology and after a
thorough review of exdsting literature, it is
without doubt that this female has indeed a
Juvenile Angiofibroma.

summary

A case of Juvenile Nasopharyngeal Angiofib—
roma in a female is reported for the first time
in the Philippines. 1Its clinical as well as
pithological features have been described and
‘iscussed and it has been shown to simulate the
rngiofibromas observed in males.
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Unclasaified Cleft

There are only & reporteéd cases of facial
cleft with cleft nose in the world literature as
of 1977. In this case report, the facial cleft
Involving the upper 1ip and left alae nasi defies
the standard classification.

Report of Case

A 5-yr oid Doy was seen because of facial
cleft (Fig. 1). History revealed no wunusual pre—
natal factors mor birth trauma. Family history
revealed patient's grandfather with clefr lip,

Patient was born with the bilateral facial
cleft with incomplete cleft on the right and
complete cleft on the left side, The nasal cleft
was classified as cleft no. 2 in the Tessier's
classification (Fig. 7). He had a complete bila-
teral or cleft of the primary and secondary
palate (Fig. 2).
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At age 7 days old, the parents sought con—
sultation for necrosis of the left nostril which
persisted despite treatment with antibiotics.
There was progression of necrosis until it became
a cleft extending fram the rim to the lateral
suleus of the alae nasi (Fig. 3).

The patient has concomitant lop ear on the
left side.

Management

Two montns ago, he had undergome the first
stage reconstruction of the nose (Fig, 4). The
nasal cleft incised and coaptated.

The cleft lip was repaired using the Barsky
Teclnique (Fig. 5). The lateral lip elements are
freshened by turndown of the vermilion flaps
(Fig. 6~A). Sides of prolabium are freshened and
the inferior vermilion tumed down. Mucosa of
the lateral lip elements were sutured together
(Fig. 6-B).. The prolabium was replaced and the
vermilion flaps overlap the turndown or the pro-
labium vermilion (Fig., 6-C). The patient was
fitted with dorsal prosthesis 2 weeks post—op.

A second stage will be done after 6 months
to close the cleft palate and repair the left
alae nasi with a cartilage graft from the left
ear. The 1ip will Ilikewise be corrected.
Lengthening of the columella will also be apart
of the second stage repair.

Discussion

Facial cleft with cleft nose are extremely
rare with 8 reported cases in the world litera—
ture in contrast to common faclal clefts with
nasal deformity described as distorted position
and shape which occurs once in every 1,300
births. According to Jomson, Vieau, etc. the
current concepts concerning the origin of the
cleft lip nose deformity suggest the presence of
intrinsic disturbances of growth and development
as opposed to extrinsic forces postulated by
Blair, Giller, etc.

Sadove, et al in 1987 in his effort to study
the cartilaginous histology of cleft 1ip nose
without disregard to the theory of Johmson, Vieau,
etc. postulated that the nasal deformity is not
due to intrinsic abnormalities of the nasal
tissue but rather ensue from extrinsic abnormal
vectors of force in utero resulting from discon—
tinuity of the perioral musculature.
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Figure 3-A. Formation of necrosis.
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Figure 3-B, Formation of groove.

Figure 3-C. Formation of cleft,

Figure 4. First stage nose reconstruction, The
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nasal cleft incised and coaptated.

Barsky's Tectmique in bilateral cleft
lip repair.
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Figure 6-A.

The lateral lip elements are fresh— \\
ened by turndown of the vermilion S
flaps.

Tocation of clefts on the face.

Figure 6-B.

Mucosa of the lateral lip elements
are sutured together.

Skeletal pathways of clefts.

Figure 6-C.
Prolabium is replaced and the Pigure 7, Tessier's Classification of Facial
lateral vermilion flaps overlap the Clefts with underlying skeletal
turmdown or the prolabium vermilion. deformity.



stoperative appearance of bilateral cleft lip repalr and nose reconstruct ion,
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The 8 reported cases were identified on pa-
tients with rare craniofacial clefts. The ocaur-
vence of rare craniofacial clefts were explained
by the- fusion theory of Dursy and migration-pene—
tration theory by Warbrick. However only the
work of McKenzie and Cralg clarifies the post-
natal existence of the nasal cleft. In 1955 they
did a postiortem dissection of a 10-week old new-
bom with Treacher Collins Syndrome and found
that the mexillary artery have 'petered out"
before it reached the pterygomexillary tissue.
This brings about a deformity of the zypoma, mdid-
dle ear, and the muscles of mastication. They
were the ones who associated inadequate blood
supply occurring at the time of rapid growth and
development. Therefore areas not adequately sup—
plied with blood during growth and development
may form a cleft natal and postnatal. This
theory probably explains the postnatal formation
of the nasal cleft in this particular case. The
patient was born with bilateral cleft lip. The
cleft nose appeared probably as necrosis.

Based on Tessier's classification of cranio-
facial cleft which was presented before the
Second Intermational Congress of Cleft Palate,
this patient is classified under cleft mo. 2
(Fig. 7). The location of the deformity on nos-
tril rim is its distinct feature. However, the
absence of other features as hypertelorism, broad
nasal bridge, distortion of the eyebrow and loca-
tion of the eyebrow coloboma makes him a variant
of this classification. Despite the good work of
Tessier, questions still exist as to whether this
cleft is a distinct deformity or a transitional
form between clefts no. 1 and 3. With the absence
of other associlated features as of cleft no, 2,
this patient probably belongs to a transitional
form between cleft mo. 1 and 2.

It is hard to classify rare craniofacial
clefts not only because they exist in multitude
of pattems but they also vary in degree of
severity.

Conclusion

The most probable cause of postnatal nasal
cleft in our patient is inadequate blood supply
of the masal rim. Using Tessier's classifica-
tion, the patient belong to a transitional form'
between cleft no. 1 and 2,

5%

Sumniary-

A case of a 5-yr old boy congenital bilate—
ral cleft assoclated with postnatal nasal rim
cleft, Ischemia has been implicated as the pro-
bable cause of nasal cleft. Surgical mamagement
discussed. Classification based on Tessier's
Classification- System,
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Abstract

A Teview of 39 patients who underwent Endo-
scoplc Simus Surgery by the author from November
1988 to June 1989 is presented. Indications for
surgery varied from recurrent simsitis as a
result of anatomic abnormalities and/or micosal
changes within the osteomeatal unit (23 patients)
to patients with massive polyposis and chronic
sinusitis (16 patients)., Discussion will be
focused on the technique as described by Messerk-
linger, Stammberger and Kermedy, the difficulties
in polyp surgery, complications such as bleeding
requiring packing (6 patients), mucosal adhesions
(7 patients), retained polyps (7 patients), amd
overall result of the surgical intervention.

Introduction

Never has there been in the hjistory of Oto—
laryngology much attention given to the anatomy,
physiology, and surgical therapy of the paranasal
sinuses. With endoscopy, Messerklinger was able
to formulate a sound and reasonable principle of
mucociliary clearance and redefine the mode of
treatment and surgical technique in dealing with
chromic and recurrent sinusitis.l»2.7 The
rationale of the approach has been well summa—

*Rasident, Department of Otorhinolaryngology, UST Hospital

ok
Consultant, Department of Otorhinolaryngology, UST Hospital

rized by Stammberger — most paranasal simus
Infection are rhinogenic; recurring simsitis is
secondary to insufficient outflow of the natural
ostia of the simses; the sites of obstruction is
usually at the osteomeatal unit (MJ). As in all
new procedures, the introduction of this surgical
technique requires time ard experience to acquire
the skills necessary to obtain adequate results,
The objectives of this study are to evaluate the
state of endoscoplc simis surgery as experienced
by the author, to define the limitations of endo-
scopic diagnosis without ancillary procedure, to
emphasize the need for proper instrumentation, to
state the complications encountered, and finally
to address future endoscopists as to the value of

proper training.

Materials and Methods

Al]l patients who underwent endoscopic sims
surgery by the author from November 1988 to June
1989 were included in the study. All surgeries
were done using Storz Hopkins telescopes, forceps,
scissors, and curettes. The technique as advoca-
ted by Messerklinger, Stammberger, and Kermedy
was utilized. The nasal chamber is topically
decongested and anesthetized. If and when the
middle turbinate blocked the middle meatal area,
it was subluxated medially. The surgical areas
were then injected with lidocaine—epinephrine
solution. Whenever the middle turbinate obstruc-
ted visualization, the anterior inferior portion
1s resected. Surgery then proceded to infundibu-
lotomy, anterior ethmoidectomy, posterior eth-
moldectamy, sphencidectomy, depending on the
extent of diseased tissues. Identification of
the maxillary ostium is done, then subsequently
enlarged. The maxillary antrum was inspected,
irrigated with normal solution and whenever
necessary Caldwell-Tnc performed. All mcosal
bleeding were controlled with cottonoids dipped
in oxymethazoline solution. Finally, steroid/
antibiotic cream was applied over the surgical
field. '

Results

A total of 39 patients underwent endoscopic
sinus surgery by the author at the Santo Tomas
University Hospital Clinical DMvision within a
period of 9 months. All patients complained of
chronic or recurrent symptoms of nasal congest—
ion, nasal discharge, and postnasal drip. Of
these patients, 27 experienced facial headache,
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26 had anosmia, and 1 complained of intractsable
halitosis (Table 1). Six patients had previous
nasal operations. The results of each endoscopic
examination are shown in Table 2.

Only patients with 2 or more followup were
evaluated for results of surgery. Nine patients
were subsequently lost to follow-up.

Table 1. Symptoms experienced by the patients
N=39 '
Symptom No. of patients
nasal discharge 39
chronic/recurrent
nasal congestion 39
post-nasal drip 39
facial headache 27
anosmia 26
halitosis 1
Table 2. Results of endoscopic examination
Left nose right nose
Endoscopic No. of | Endoscopic No. of
findings points | findings points

Diffuse polyposis 16
Bulging infundi-

Diffuse polyposis 15
Bulging infundi-

bular wall 6 bular wall 2
Enlarged bulla 2 Enlarged bulla 4
Medially bent Small polyps 10

ucinate 1
Small polyps 13
Synechire 1

Minor problems within (MJ

Out of 39 patients, 23 had relatively minor
lesions in the (MJ. Postoperatively, 5 patients
were completely relieved of their symptoms. Tem
still complained of occasional nasal congestion
while 3 had persistent nasal discharge and post-
nasal drip. Four of the 6 complaining of anoxmia
were relieved. Only 1 of the 17 complaining of
facial pain was not relieved., Complications
revealed 1 patient with adhesions and 1 with
retained polyps. Both patients underwent revi-
sion surgery.
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Diffuse polyposis (16 patients)

After maximmm topical decongestion, epine—
phrine-lidocaine mixture was injected over the
polyps. An incision over the inferior pole of
the polyp oftentimes facilitated decompressing
the mass. If possible, the polyp was Temoved
from its base, otherwise plecemeal removal start-
ing from the most inferior/posterior portion wes
one until the middle turbinate became visible.
The middle turbinate in all patients was located
hugging the septm and, in all cases, the
uncinate process was pushed medially. The only
constant landmark in diffuse polyposis was the
middle turbinate. All visible polyps were
removed until normal micosa was encountered, or
the depth of the scope reached a level of about
6.5 ¢m superoposteriorly, the dome of the ethmoid
identified superiorly, lamina papyracea lateral-
ly. Only on 7 noses were these landmarks seen
all together. Intraoperative decision as to
condition of antral mucosa as beilug polypoid
necessitated Caldwell procedure in 3 patients,
Immediate postoperative complications showed 5
patients requiring collagen packing, two in which
turbinectomy was performed and 2 others had pre-—
vious polypectomles. Postoperative evaluation
showed that 2 patients were completely asymptoma-
tic, 8 patients complained of persistent nesal
discharge and postnasal drip. Anosmia was
relieved In 7 out of 11 patients complaining of
this symptom. All 6 patients complaining of
headache preoperatively were relieved of this
symptom. Postoperative complications were seen
in 6 patients with retained polyps and In 4
patients with adhesions. Four of these patients
underwent revision surgery.

Table 3. Results: therapeutic success
MU Diffuse polyposis
Outcome N=19 Ne11
Asymptomatic 5 2
Partial relief:
Nasal congestion| 10 0
Nasal discharge/
postnasal drip 3 0
Anosmia 2 7
Headache 1 0
No improvement 0 0




Table 4. Complications

0, 1) Diffuse
Complications Ne=19 polyposis
N=11
Immediate:
Bleeding requiring
packing w/ collagen 1 5
Post-op
No complication 17 4
Major 0 0
Minor: retained polyps 1 6
adhesions 1 4
Patlents requiring repeat
operation 2 7
Patients who underwent
repeat operation 2 4

Discussion

The use of endoscopes has several advantages
campared to conventional surgical tectmiques.
With dmproved visualization brought about by bet-
ter illumination and angulated scopes, surgery
and removal of all stenotic clefts and diseased
areas from the pre—hambers of the paranasal
simises is meticulously performed. The patient
is spared the additional trauma to normal struc-—
tures. The advantage of CT scan to pinpoint the
pathology cammot be overemphasized. It compli-
ments or detects lesions and air cells hidden
beyond the reach of the endoscope. Without the
benefit of a CT scan, there remains some doubt as
to completeness of surgery. Although cost
prohibitive, it would seem cheaper in the long
run considering the possibility of repeated
surgeries as in several of our cases.

Proper instrurentation is imperative. The
angulated scopes are indispensible. In 13 noses,
the peculiar amatomy of a sloping lateral nasal
wall rendered the back biting forceps useless.
Polyps hanging over the frontal recess and maxil-
lary ostium were on occasions beyond the reach of
the upbiting forceps. Tt is to be eamphasized
that the 0° telescope, although less panoramic
than the 30° wide angled scope, should be used in
most of the surgeries to facilitate orientation.
When using a 30° telescope, one should be con-

stantly sware that he is not looking where one is
pointing. In operating fields beyond the middle
turbinate, oftentimes no landmark is constant,
therefore, the position of the scope in relation
to the whole skull becomes critical.

Messerklinger and Stammberger state that all
kinds of recurrent sirmusitis can be treated with
minor surgical procedures. The dependent larger
sinmuses are usually not touched. To them, even
massive mucosal changes in the maxillary sinus —
which up to now were thought to be Irreversible,
usually heal within 4-6 weeks after drainage and
ventilation has been established. The problem is
that there are mo clear cut rules grossly or
microscopically as to when mucosal changes are
reversible or dirreversible. In patients with
massive polyposis with pre—operative and post—
operative x—rays,‘ some conclusions were gathered.
First, some mucosal thickening may not be rever—
sible or may take longer than 6 weeks to heal
even with large patent ostia. Second, although
mucocillary flow in non-pathologic cilia always
beat towards the natural ostium, diseased mucosa
will not follow this rule. Therefore, the need
for an infeior meatal antrostomy while the di-
seased often secretory mucosa is given time to
heal, unless the natural ostium is carmmilated
often and drrigated to clean the maxillary
antrum.

Retained polyps as an operative complication
can be avoided by more meticulous ' dissection
using the angulated scope, by proper control of
bleeding with topical vasoconstrictors and using
the most atraumatic technique. They can be ma-
naged later as an out-patient procedure. One
other frustrating complication experienced by
different authors has been adhesions. Synechiae
formation tend to occur between the middle tur-
binate and lateral nasal wall. This leads to
obstruction of the outflow of the simuses and
consequently, sirmsitis. Although this may be
the case In most patients wundergoing intranasal
ethmoidectomy, it is only now that this compli-
cation and its significance is being appreciated.
Adhesions may be prevented by adequate removal of
loosed bone and tissues over the meatal area,
prevention of trauma to the lateral surface of
the middle turbinate, removal of part. of the
middle turbinate placing stents over the middle
meatus, and probably the npst important, meticu-
lous cleandng of the operative areas until
mcosal healing is evident.
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There is mo doubt in the author's mind that
the technique i3 superior to any other conven-—
tional surgery of the nose and paranasal sinuses,
However, for future endoscopist to obtain better
results compared to other surgical techmiques,
the following are recommended:

1. One should know the principle by which the:
technique was developed.

2. Repeated cadaver dissection is a must.

3, The endoscopes are initially used in the
office to establish familiarity with both
anatomy and instruments.

4, 1t is advisable to start with relatively
minor lesions,

5. As the endoscopist gains greater surgical
experience and confidence, he may operate on
diffuse polyposis,

With the advancements in optics and micro-
surgical instruments, Mosher's admonition that
intranasal ethmoidectomy is the 'blindest and
most tlangerous operation in all surgery' may or
may ot hold true depending on how the endoscope
are used.
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Abstract

A 13-yr old girl presented with ear dis~
charge, otalgia, headache, and wneurological
deficits with behavioral changes. After CT -scan
and mastoid series were done, TB mastoiditis with
meningitis was the working diagnosis. Final
histopathologic result after exploratory mastoi-
dectomy was done revealed: squamous cell carcino-
ma, poorly differemtiated with schemic necrosis,
chronic gramilomatous inflammation with caseous
necrosis with pieces of necrotic bone (sequestra),
TB most probably. Chest X-ray, nasopharyngeal
biopsy, and lymph node, AFB of sputum were
suggestive of tuberculous infection. Proper
anti-tuberculous drugs coupled with post op
cobalt irradiation proved to be successful. She
is stil] well and alive after two years.

Introduction

Sone otologic diseases usually coexist with
systaemic illness in a causative mammer (PTB and
TB mastoiditis). It can manifest as a sequelae
from otologic disease (otitis media and labyrin—
thitis) or may be coincidental (otosclerosis and

*an Prize-Scientific Symposium on interesting Cases
held at the Manila Midtown Ramada Hotel on 7 July 1989
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labyrinthitis)., Primary middle ear neoplasm
particularly squamous cell carcinoma and TB
otitis media are two rare separate otologic
diseases that are not diagnosed early in its
clinical course. They are usually diagnosed
post-operatively by histology, In its early
symptomatology, both manifest symptoms as
purulent otitis media: otorreha, decrease
hearing, and otalgia.

Tuberculosis in the Philippines is so common
that (in all forms) it ramks third in the cause
of mortality and fifth in the list of morbidity
from the Departient of Health Statistics.

It is therefore the cbjectives of this paper:
to present a one of its kind and reportable case
of primary cancer of the middle ear with concomi~
tant tpberculous mastoiditis; to discuss the
clinical signs and symptoms of middle ear carci-
nome and tuberculosis; to place high regard on
tuberculous otitis media as a differential
diagnosis in a chronically discharging ear; to
consider multiple pathologic conditions when
dlagnosing and treating ear diseases; and to
emphasize the importance of histopathology.

Case Report

This is the case of R.T., 13 yr old female
who was admitted for the first time on 23 July
1987 at UP-PGH Fmergency Complex, Neurology
Section for behavioral changes., She was referred
to ENT for the right ear discharge and post auri-
cular swelling.

Condition started 8 months prior to admis—
sion (November 1986) when she had decreased
hearing of the right ear with sense of fullness
and timmitus,

One month later, she had fever, right otal-
gla and right ear discharge that was vellowish
and foul smelling. She was asymptomatic after
one week, but the ear discharge persisted.

5ix months prior to admission, she noticed
to have right sided neck mass and right facial
asymmetyy. No medical attention was obtained
until 3 months prior te admission, she consulted
at UP-PGH, OPD-Medicine for the neck mass. She
was diagnosed to have chronic tympanomastoiditis
right rule out nodular non-toxic goiter with
cranial nerves V and VIT palsy. She was advised
INT and Neurology consult and was requested to
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have a id scan. Neither of the suggestions
were done. - She was lost to follow up until 2
weeks prior to admission, she had severe virtigo,

:

lerable right otalgia, and intractable head-
ache, She became bedridden, had anorexia, and
body weskness. She was described to be uncommr-
nicative and restless, hence she was brought to

UP-PCH Emergency Complex, Neurology Sectiom.

Pertinent physical examination showed her to
be poorly mourished, ambulatory, afebrile, and
not in any form of distress.

Neurology examination showed deficits in:
N V weak comeals right; decrease sensory by 50%
Vl to V3; (N VI right lateral rectus palsy; N
VII right peripheral facial palsy; QN VIIT poor
hearing.

Cerebellar: tendency to fall on the right on
tanden walking with positive
Romberg's

Sensory: decrease sensation by 30% on the right
upper and lower extremities

Motor: 3/5 on the right upper and lower extremi-

ties

Extrapyramidal: right upper extremity drift and
right lower extremity drag

Meningeals: positive neck rigidity, Kemig's and
Brudzinki's

Reflex: bilateral cloms sustained more on the
left with positive babinski's on the left

Neurology had its diagnosis as chronic oti-
tis media, right, rule out brain abscess, probab-
ly right cerebellar area with meningitis. Refer-
ral was made to ENT and.Neurosurgery sections.
Mastoid series and if possible a CT scan were

requested.

Mastoid series: showed the entire right mas-
toid is luscent, the right petrous pyramid is
eroded. The impression was consistent with tym-
panomastoiditis with cholesteatoms with destruct-

ion of the right petrous pyramid.

CT scan showed the soft tissue mass lesion
originating from the right mastoid destroying the
surronding petrous pyramid including the apex.
Components of this mass are noted to extend to
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the - right cerebellopontine angle. Contrast
infusion reveals miltiple low density foci at the
bi-basal ganglia zones accompanied by minimal if
any edema effect. The impression was chronic
tympanomastoiditis with cholesteatoma formation
on the right with destruction of the right
petrous apex and extemsion of the mass to the

right cerebellonpontine angle. Tt is also
suggestive of tuberculous meningitis,

Neurology revised their impression. She was
started with anti-tuberculous drugs: Rifampin,
Ethmabutol, INH, and Pyrazinamide. AFB stain and
allture of the sputum and ear discharge were
requested. The sputum was positive for AFB
organism, however the stain and culture of the
ear discharge were negative.

The patient was them referred to ENT for
mastoidectonmy. Pertinent ENT examination showed
the right ear to have total perforation, had yel-
lowish and foul amelling discharge, had polypoid
and hyperemic middle ear mucosa. There was no
blood tinge discharge. The neck showed a 2 x 2
can nodule on the right medial portion of the
right stermocleidomastoid muscle, just lateral to
the right thyroid lobe. It was movable and
slightly tender that did not move on deglutition,

Exploratory mastoldectomy was done., Find-
ings were: there was presence of dirty white
creamy to gelatenous material mixed with pearly
gray colored gramulation tissue ocopying the
mastoid antrum. There was bory destruction with
exposure of the sigmold simis and semdcircular
canal... The floar of the facial canal amd the
facial nerve were eaten out by the gramlation
tissue. The mass easily bled. A specimen was
sent for routine histopathologic exam, special
staining with Ziehl-Nielsen stain and for AFB
culture. The last two exams had negative re—
sults. Histopath examinat{on showed: squamous
cell carcinoma poorly differentiated, with
‘achemic necrosis; chronic gramilamatous inflam-
mation with caseous necrosis and pieces of necro~
tic bone (sequestra); Tuberculosis most probably.

Chest X-ray showed fibrothorax right with
cavitation of the right upper lung field; pulmo-
nary tuberculosis most probably., The anterior
neck mass was worked up and the thyroid scan
revealed homogenous uptake on the entire gland
and the palpable mass was extrathyroidal.

Nasopharyngeal biopsy, lymph node biopsy and
bronchoscopy were done to rule out any primary



tumor in the said areas. The nasopharyngeal
biopsy of the right showed chronic gramilomatous
inflammation with caseous necrosis and Langhan's
glant cell, consistent with tuberculosis. Tymph
node biopsy of the right neck revealed the same
findings. Bronchial washings were negative for

malignancy.

She was then referred to the Cancer Insti-
tute at UP-PCH for cobalt treatment. She was
given a total of 3,500 rads at 150 rads per day
for 23 days. She was discharged on her 47th
hospital day with her only complaint of right
facial assymmetry, alopecia, and mild right sided
headache,

One year later, a repeat CI scan was done.
Findings were: the right mastoid and petrous apex
showed osseous destruction with no further exten—
sion as compared to the previous study. There is
no definite mass lesion noted at the petrous apex
and at the right cerebellopontine angle. 01d
infarcts are seen in the bi-basal ganglia. No
evidence of meningitis. Chest X-ray showed no
limg parenchymal infiltrates with an old right
pleural reaction. The right ear was dry and
devoid of any mass and tenderness, She is still
alive and well up to the present time, two years

post op.

Discussion

Chronic otitis media, in its early symptoma-
tology, is difficult to differentiate with other
otologic pathology. Chrondc otitis media has its
complications, namely: intracranial and extracra-
nial. Aural complications include mastoiditis
with bone destruction, subperiosteal abscess,
facial paralysis, petrositis with bone destruct-
ion, and labyrinthitis. ‘In petrositis, it has
two constant symptoms: pain and persistent ear
discharge. The triad of diplopla, pain aramd
the eye and persistent otorrhea, constitute Gra=—
denigo's syndrame. Intracranial complications
include: meningitis, brain abscess, subdural and
extradural abscess, and lateral sims thrambople~
bitis. Acquired cholesteatoma is the consequence
of otitis media with effusion and acute otitis
media. It erodes the mastoid cavity and subse-
quent temporal ard intracranial complications.
The above conditions, when put together, will
make the picture of a chronically draining ear so
complicated.

"1985).

cancer of the Middle Ear

It was Politzer, in 1883 who first recognized
carcinoma of the middle ear as a distinet entity.
Primary involvement of the middle ear is rare and
the incidence of the middle ear cancer range from
1:5,000 (Towson and Shofstall, 1950) to 1:25,000
(Mawson, 1979) with ear problem. According to
Friedman, 277 of ear carcinoma is on the mjddle
ear (Chen & Delmer, 1978). Goodman (1971)
reported that 63% of the middle ear new growth
are malignant and 76-81% (Tucker, 1964; lewis,
1983) of it are squammus cell carcinoma.

The importance of early diagnosis is always
emphasized. Early diagnosis is frustrated by the
absence of specific signs and symptoms of early
carcinomatous changes. It masquerades as chronic
suppuration for at least six months (Lewis, 1983).

It is widely accepted that one of the most
comonly identified predisposing factor in tumor
development is chronic suppuration and the dura-
tion is long, 10 years to 40 plus years in 587
(Tucker, 1964) and it occurs in 77-100% (Sinha
and Tbn Aziz, 1978; Michaels and Wells, 1980) of
middle ear carcinoma. Cholesteatoma was found in
4% (Michael & Wells, 1980) of middle ear carci-
noma, however, there is no agreement about its
role in tumor development. Carcinoma was also
found to be present in 477 of cases who had
radical mastoidectomy (Kenyon et al, 1985).

Age groups affected are in their 50's to
70's with majority in the latter age group.
Presenting symptoms are mostly ear discharge of
long duration, however less than six months are
present in 157 (Tucker, 1964). Otalgia was
present in 60-867 Michaels and Wells, 1980;
Sinha and Ibn Aziz, 1978) described as deep and
beoring and aggravates in 437 (Kenyon et al,
There is also serosanguinous discharge in
21-47% (Michaels and Wells, 1980; Kenyon et al,
1985). Direct local extension of the disease
would produce deafness in 21-100% (Tucker, 1964
Michaels & Wells, 1980); timmitus in ..5-387 (Hahn
et al, 1983); Kenyon et al, 1985); and vertigo in
11-33% (Haln et al, 1983; Kenyon et ai, 1985).

Clinical sigps inelude mastoid tendernessy
cranial nerve palsy in 54%Z of cases (Sinha and
Ibn Aziz, 1978) particularly cranial nerve VII in
41-57% (Michaels and Wells, 1980; Kenyon et al,
1985). Cranial nerves VI, IX, X, and XII are
also imvolved in more extensive posterior growth
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pattern. There is 3-33% (Michaels and Wells,
1980; Kenyon et al, 1985) lymph node enlargement
and most are inflammatory. It is because the
middle ear has poor lymphatic drainage. Otosto-
pic findings show polyps or granulation tissue
that are nodular, frisble, and henmorhagic. Pre-
operatively, 19% (Kenyon et al, 1985) are not
diagnosed.

Mastoid series would show bone destruction
in 40% (lewis, 1983) with involvement of the
petrous bone, mastoid bowl, and semicircular
canal. Mode of spread could be anteriorly
towards the eustachian tube; upwards to the teg
men tympanic and backwards to the petrous
pyramid.

Biopsy is essential to early diagnosis but
radiologically, CT scan has two roles: to suggest

the diagnosis from the type of erosion-ragged,
extensive and found in an umsal site, sugpgests

tumor. Similar- appearance to cancer in the scan
are TB mastoiditis and malignant otitis externa.
Management should be individualized, depending on
the size, location, mutritional status of the
patient, age of the patient, and the degree of
differentiaion of the histopathology. Cases are
saild to be unresectable when there is base of the
gull inmwolvement, extension of the tumor to the
eustachian tube and to the nasopharymx. Surgical
technique range from radical mastoidectomy to
total temporal bone resection.

Neither the UICC nor the ASCC developed a
staging system for cancer of the ear. However,
Stell (1984) suggested a staging system. For
this patient who had supposedly new growth exten-
sion beyond the middle ear is stage III. In
Mawson's (1979) table of aummmary of treatment,
the patient would be subjected to radiotherapy
only. Since the patient's diagnosis has not been
established, exploratory mastoidectomy was done
with removal of debritic:and necrotic tissues.
Surgery in any form, provides diagnosis, deter-
mines the extent of the disease, permits adequate
drainagé, and provides relief of pain.

The 5-year survival rate of surgery in re--
gectable cancer of the middle ear is 14.3-28.5%
(Hatm, 1983; Lewis, 1983). For radiotherapy
alone, the best suriival for 5 years is 0-147
1/n7 (Sioha and Tbn Aziz, 1978) and is reserved
for unresectable cases and for elderly patients
who has poor mutritional status. ~Combination of
surgery and post-op radiotherapy (5,000 rads to
6,000 rads) shows an encouraging 25-50% (Stell,
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1984; Haln et al, 1983) 5-year survival rate. In
Lawls (1983) extensive series of 105 resectable
middle ear carcinoma, 35.5% was the 5-year sur—
vival rate for patients having temporal bone
resection with post-op cobalt treatment, Pa-
tients with involvement of the petrous bone had a
poorer prognosis with 207 S5-year survival rate
(Hahn, 1983). Michaels and Wells (1980) in a
gseries of 28 squamous cell carcinom of the
mlddle ear, had a 39% 5-year survival rate with
radical mastoidectomy and post—op radiotherapy.
Sinha and Thn Aziz (1978) had a 40% S-year
survival rate with removal of the temporal bone
and post op irradiation. With this statistics,

any form of surgery has not changed significantly
the 5~year survival rate.

Kenyon et al (1985) noticed that the degree

of ‘histopathologic differentiation appears to
have a dirvect relationship to survival. Six out

of six poorly differentiated squamous cell carci~
noma had 15.5 to 19 years of survival with post
op cobalt therapy.

Tuberculosis of the Middle Bar

In 1942, the average incidence of TB mas-
tolditis in 8.55 cases of chronic otitis medis
was 2.7% (Proctor and Lindsay, 1942). Today,
tuberculosis of the ear is rare and its occurence
is 0.05-0.9% (Ramages et al, 1985; Palva et al,
1985). It occurs most often at ages under 15 yr
old. However, the true incidence is difficult to
agsess. Tt would vary from country to country, .
depending on the socio-economic situation and its
epldemiology and also the institutional and time

setting of the study.

The temporal bone could get infected inm /ma-
jority of cases by: hematogenous spread of lym-
phatic spread; direct extension from the naso-
pharnyx through the eustachjan tube—4.9% (Skolnik
et al, 1986) had positive nasopharyngeal bicpsy;
axd rarely from direct implantation through the
external auditory canal. The first two mecha—
nisms would explain the wnde of spread in my
patient, as shown in the right nasopharyngeal
biopsy and right lymph node biopsy.

Clinical menifestations vary, but gemerally,
it is divided into an early and late stages.
Early symptomatology include timitus, _acute
hearing loss, fullness, painless otorrhea, and at
times painful in 0.08-6.2% (Skolnik et al, 1986).
Middle ear miosa appears to have pale, white to



pearly gray colored gramlation tissue 56-63%
(Ramages and Gertler, 1985; Skolnik et al, 1986);
polyp 12-13% (Ramages and Gertler, 1985; Skolnik
et al, 1986) or polypoid micosa in 4% (Ramages &
Gertler, 1985). There is central to total perfo-
ration with mucoid to mucopurulent discharge that
lasts for more than one year in 607 of patients
(Samiel and Fermnandez, 1986). The original
description of multiple perfordtion with mucoid
to mucopurulent discharge that lasts for more
thai one year in 60% of patients (Samel and
Fermandez, 1986)., The original description of
multiple perforation of the menbrane as described
by Eschle in 1983 1is seldam observed nowadays.
78% (Windle-Taylor & Bailey, 1980) of patients
has a six-month duration of symptoms before
presentation. Lymphadenitis may be present in
0.02-9% (Skolnik et al, 1986; Samel and
Fernandez, 1986).

Later the stage will progress to the caseous
stage. The discharge is cheesy and the grammla-
tion tissue becomes profuse with extension of the
micosal disease to the bone to produce facial
paralysis, mastoiditis with osteamyelitis of the
petrous pyramid, and subsequently meningitis.
Facial palsy occur in 16-39% (Skolnik et al,
1986; Samiel and Fernandez, 1986) of TB otitis
media more comonly among children.  Severe
intracranial spread results in TB meningitis in
1,987 (Skolnik et al, 1986: Samel and
Fernandez, 1986) which may be the initial
presentation as in this case. It results in
chronic inflammatory process at the base of the
brain leading to the infraction and cranial nerve
deficits.

Tuberculous- petrositis had been reported by
Hiranandani in 1967 with temporary involvement of
cranial nerve VI. Symptoms of petrositis deperd
on what area is affected. In my patient, there
was imvolvement of CN V and (N VI. (N V and (N
V1l are at the apex of the pyramid. Tm CN VI
paralysis, the nerve is compressed when it passed
through the Dorello's canal beneath the petro—
sphenoid ligament. The semilunar ganglion (N V)
whose main root is sensory, enters the lateral
surface of the pons, it being the superior aspect
of the cerebellopontine angle. Ixtension of the
mass into the cerebellopontine angle might mimic
space occupying lesion of the said area. Gramick
et al (1985) emmerated the symptomatology of the
cerebellopmtine angle tumor. Grabscheid (1973)
also reported tuberculous mass in the petrous

apex with involvement of the jugular foramen and

foramen wagum.

Chest X-ray, mastoid series, and PPD has
poor predictive value but they are sugpestive of
tuberculous occurence. Positive bacteriology of
ear discharge are difficult to attain-as shown by
the studies of Lucente (1978). AFB smear was
positive in 207 of cases and AFB culture had
5=35% growth. If positive, it helps to support
the diagnosis, Previous personal and family
history of tuberculosis has a diagnostic indi-
cator of 27-447 (Windle-Taylor and Bailey, 1980;
Ramages and Gertler, 1985). An active pulmonary
tuberculosis is most suspicious (Taylor, 1980)
although 42% (Skolnik et al, 1986) showed normal
chest X-ray, 647 (Ramges and Gertler, 1985) of
diagnosis was done only after operation by final
histopathology results. Therefore, the highest
diagnostic vield is through histologic examina-—
tion,

Tuberenlosis has two types of tissue react—
ioms (Robbins, 1984): non—caseating tubercle and
caseating tubercle, Classically, the hallmark of
TB is characterized by the presence of . central
caseating necrosis with loss of cellular details,
The caseous foci are surrounded by epitheloid
cells, rimmed by fibroblast, lymphocytes, histio—
cytes, and occasional Langhan's giant cells.
Sarcoidosis never evokes caseation necrosis so as
with other gramilomatous diseases such as fungal
infection and syphilis. The morphologic pattern
of TB is distinctive and an accurate diagnosis
can be made by an experienced pathologist.

The histology of the biopsy specimen estab—
lishes the diagnosis when AFB are identified in
the histopath section. Failing to demonstrate
the acid fast bacilli, the diagnosis is at dits
best suggestive and further work-up with culture
is being confirmatory than diagnostic (Ramages
and Gertler, 1985). Unfortumately, acid fast
bacilli in the diseased tissues are difficult to
find (Robbins, 1984).

Findings at operation are thick, pearly gray
gramlation tissue that fills the mastoid cavity.
Other important findings include: bord destruct—
ion with sequestration and dehiscence of the
facial canal, lateral sinus, and labyrinth.
There is also increased bleeding on manipulation.

Treatment in uncomplicated cases is medical
treatment with conmbination of anti-Kochs regimens,
Surgery is advised when there is facial nerve
palsy, subperiosteal abscess, labyrinthitis and
extension to the central nervous system, These
conditions were found in my patient.
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Increased bleeding during
operation
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- caseus necrosis
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= (T scan, no extension

RESPONSE: — dov ear

0 otalgla
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- LT sean, no extension, no mass

Summary

Clinical diagnosis usually comes in the wake
of clinical awareness. One should be quite ag-
gressive in searching for a diagnosis of an ear
discharge of five to six months duration after
adequate treatment has been given. In our
Philippine setting, a family history of pulmonary
tuberculosis always be asked and when suspicious,
screening procedures of PPD and chest X-ray and
maybe mastoid X~ray should be requested. Posi-
tive results are suggestive of tuberculosis
otitis media. LI possible, an_ ear bacteriology
should include AFB smear and culture because they
help support the diagnosis. Finally, if a polyp,
granmilation tissue or a polypoid micosa is seen
otoscapically, a formal biopsy should always be
done. A pediatric patient with facial paralysis
should alwavs be suspected of having TB mastoid-
itis when first seem.

Cancer of the middle ear should be ruled out
when symptoms of umtolerable, severe and aggrava—
ting otalgia and headache are elicited, more
egpecially in patients who are in their 50's to
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70's with long standing ear discharge., Mastoid
series and possible CT scan should be requested
after a formal biopsy of a polyp or gramilation
tissue had been dome.

Therefore, whatever the case may be, suspi—
cious or won-suspicious, in all ear operation,
all speciments in any form should be submitted
for histopath evaluation for proper diagnosis and
management ,

Conclusion

We have a case of a 13-yr old female with
squamous cell carcinoma poorly differentiated
with concomitant tuberculous mastoiditis who
presented as chronic tympanomastoiditis with
intracranial and extracranial complications. She
was seen by Neurology and was referred to FNT.
CT scan and histopathologic examination' of the
gramulation tissue helped in the diagnosis of the
disease process. Hence, an adequate triple the—
rapy of medical, conservative surgical procedure
and post—op cobalt therapy made her survive for
two years till today without any recurrence.
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Every mastoid surgery explores a umique
dimension as distinctive as evervone's thumb-
print, putting the surgeon's skills to a test
since no two temporal bones are alike, Adja-
cent to the temporal bone are delicate strue-
tures such rhat a non—exacting surgical inter—
vention may result o dirveversible damage to
the patient and emotionally straining to the
surgeon. As a result. the overcautious surgeon
performs an inadequate operation rather than
compro— mise irreparable damage to strategic
structures. Henceforth, this studv was
conducted to: (1) determine the dimensions of
the masteoid cavity in Filipino temporal bones
which could be utilized as a guide during
mastoidectomy; (2) correlate the measurements
gathered from cadaver dissections with those
Irom (I scan; and (3) serve as a training
groamd -for otolaryngology  residents. 56
tamporal bones were divided according to age,
sex, and side of the skull from which the hone
was taken. They were dissected exposing land-
marks of surgical importance enabling deter-
pination of the mastoid lemgth, width, = and
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depth., Measurements of the mmstoid width and
depth were likewise taken from 55 CT scan
plates. Results showed no significant differ—
ence in width between data gathered from actual
dissection and CT scan. In this study it is
apparent that otologic surgical techniques
camot be learned from books alone mor solely
in the operating room but by painstaking
cadaver dissection. The average dimensions of
the Filipino adult temporal bhone are as
follows: mastoid length — 3.87+0.46 cr; width -
1.02#0.29 am; depth - 1.43+0.2]1 cm., Cognizant
therefore of the standards set forth bv this
study, a more rational approach to mastoid
surgery can be done without fear of attendant
camplications and yet facilitate completeness
of dissection.

Introduction and Objectives

Mastoidectomy mav not seem to be an extra—
ordinary procedure, but to the otolaryngologist,
each procedure explores a wmique dimension as
distinctive and individualistic as everyone's
thumbprint, It opens up a new challenge to
every surgeon as a new horizon unfolds putting
his finest skills to a test since no two tempo—
ral bones are alike, Adjacent to the immediate
limits of the temporal bone are structures of
utmost  sensitivity such that a non—exacting
surgical intervention may result to irreparable
damage to the patient and prove emotionally
straining to the surgeon. As Friedrich Bezold
once said, "The danger to the patient of an
incompetent operator who does not know the many
anatomic details crowded together in the narrow
space of the temporal bone and their extreme
variability is much greater here than in any
other region of the body." As a result, more
often than not, the surgeon performs an inade-
quate operation rather than compromise irre-
versible damage to .strategic structures. We
see no justification in subjecting the patient
to a sizable medical expense not to mention the
accompanying hazards of surgerv and anaesthesia
if only minimal or no improvement is achieved.

Henceforth, thic study was conducted with
the following cbjectives: (1) to determine the
dimensions of the mastoid cavity in Filipino
temporal bones which could be utilized as a
guide in the performance of a complete mastoi-
dectomy; (2) to correlate the measurements
obtained from cadaver dissections with those
from CT scans; and (3) to serve as a training
gramd for otolaryngology residents.



Materials and Methods

The data from this study were obtained
fram 56 randomly selected temporal bomes with
complete head pemit for autopsy and were
divided according to age, sex, and side of the
skull from which the bones were collected.
Excluded from this study were bones from
cadavers with:

(1) history of otologic and neuro—otologic
problems;

(2) history of trauma to the temporal bone
region;

(3) history of cranial-facial anomalies;

(4) history of bone disease.

The temporal bones were stripped of soft
tissues and periosteum and were mounted to a
House-{lrban temporal bone holder positioned in
such a way as to simulate actual surgery.
Operating microscope OPML 99 was used for
optimm lighting and visualization. Dental
drills and suction irrigators were wused
throughout the dissection exposing all land-
marks of surgical importance in the performance
of a complete mastoidectomy. Measurements were
taken to the nearest 0.5 mm from points such
as:

A. Nearest distance between the mastoid tip
and the dural plate (mastoid lemgth);

B. Closest distance between the posterior
canal wall and the sigmoid sinus (mastoid
width) ; "

C. Distance between the lateral edge of the
posterior canal wall to the level of the

prominence of the horizontal semi-circular

canal (mastoid depth).

Measurements of the mastoid width and
depth were likewise taken from 55 vandomly
selected CT scan plates obtained from the
Chinese General Hospital CI scan section.
These subjects were divided into two groups:
those below 15 years of age (12 patients) and
those above 15 years (43 patients). They were
also subdivided according to the side of the
skull and sex except for those below 15 years
wherein the paucity of subjects limits further
subdivision. The same exclusion criteria set
for actual cadaver dissections were
implemented.

Statistical analysls using studemt's T
test was used in the evaluation of the data
with P values less than .05 considered as
significant,

Results

I. Cadaver Dissectioms

A smmary of the data and measurements
obtained from 56 Filipino adult temporal bones
divided as to side (28 males; 28 females) are
presented on Tables TA and IB. The age range
was 17 to 79 with an overall mean age of 50.48
SDx15.30, Unpaired T test showed no signifi-
cant difference (p>»0.05) between the left and
the right ear except for the mastoid ‘width in
females wherein the values of the left mastoid
were significantly greater than those of the
right mastoid (p<0.05). This is attributed to
a singular bone with an exceptionally big
dimension (1.95 cm) as opposed to the other
specimens (0.78-1.52 am).

Result of the mastoid cavity dimensions
according to sex as shown in Table IT and

Figwmes 1, 2, and 3 showed no significant
difference between males and females (p>0.05),

TI. CT Scan Plates

A. 15 years and above

A summary of the data and wmeasurements
obtained from 42 CT scan plates (25 males; 17
females) divided as to side are depicted in
Tables IITA and IIIB and Figures 4 and 5. The
age range was 15 to 79 with an overall mean age
of 45,48 8D +19.77. Statistical analysis
showed no significant difference as to side
(p> 0.05).

Result of mastoid cavity dimensions based
on sex (Table IV and Figures 4 & 5) showed mo
significant difference between the values for
males and females (p>0.05).

B. Below 15 years of age

Likewise, measurements of 12 CT scan
plates were obtained (4 mo to 8 yr). Because
of the limited mmber of subjects, no compa—
rison between side of the skull and sex could
be done.
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C. 15 years and above vs below 15

A comparison of measurements obtained from
subjects above and below 15 vears old (Table V
and Figures 4 and 5) showed no significant
difference 'p > 0.05) in depth but a highly
significant tifference in width (p< 0.001).

IIT. Actual Dissection vs CT scan

A comparison of the data gathered from
actual dissections and those gathered from CT
scan are presented in Table VI and Figures 6
and 7. Statistical analysis showed no signi-
ficant difference in depth (p>0.05). However,
measurements of mastoid width obtained by CT
scan are signi~ ficantly higher than those
cbtained from cadaver specimens (p<0.001).

Discussion

You will easily recognize that there is
hardly another part of the body which calls for
higher qualifications on the part of the
operator as to anatomical knowledge than the
temporal. bone.l Within the size of a fifty
cent piece are the tympanic membrane, tympanic
ring, ossicles, jugular vein, carotid artery,
facial nerve, and the vestibular and auditory
parts of the imer ear.?

In doing a complete mastoidectomy, all air
cells mist he exenterated which means exposing
all the limits of the mastoid cavity. Supe—
riorly, 'the dural plate marks the limit; infe-
rioly, the mastoid tip; posteriorly, the
sigmoid sinus plate; and medially, the level of
the lateral semicircular .canal. The temporal
line, from which the ip— ferior margin of the
temporalis miscle is jnserted, approgimates the
level, of the middle fossa dura which is a rough
gride. There is mo reliable surface landmark
for location of the sigmoid sinus.) Surgical
landmark For the mastoid portion of the seventh
cranial nerve is the bulge of the posterior
half of the bony horizontal semjcircular canal.
During mastoid developwent, Komer's septum, a
bony plate that forms separating the air cells
of the squamous and petrous portions of the
temporal bone may persist. This may be mis-—
taken as the end point in the depth of dis-
section.

/0

Despite the complexity of temporal bone
anatomv, otologists have a distinct advantage
in being able te reproduce faithfully the
principles of temporal bone surgery in the
dissect- ion laboratory. The use of the ope-
rating microscope can be learned, surgical
positioning reproduced accurately and the
techniques refined in a cadaver temporal bome.
Repeated ise of these dissections will allow
the surgeon to become skillful and knowledge-
able emough to complete actual surgeries with
confidence,?

Mastoid surgery comprises a good mumber of
procedures performed by the otolaryngologist.
Statistics have revealed that out of 529 ENT
surgeries done at the Santo Tomas University
Hospital Climical Division from May 1984 to
April 1987, mastoidectomy mumbered 102
comprising 17.67. As in  any surgical
procedure, it is mnot without complications
which may he a harrowing experience for the
surgeon,

One of the greatest fears of an inexpe—
rienced surgeon is that he may damage the
facial nerve, imderstandably  so, since it is
the most apparent immediately post-operatively.
Incidence varies from 0.67% (Pollmarm) to 3.6%
(Korner), with re—operatlons carrying a higher
risk of 4.6-11%2.3 In the Cleveland Clinic
Foundation study of 572 patients with 7th
cranial nerve palsy (1976 to 1981), 16 cases
(2.79%) were attributed to ear surgery. 2
Cawthorne reviewed 138 cases of intra—temporal
facial palsy requiring operation. Tn 47 cases,
the palsy resulted from injury and the most
comon sites were the junction of the tympanic
and mastoid segment and the upper portion of
the mastoid segment of the verve. Of 184
patients hospi~ talized for paralysis of the
facial nerve, Jongkees reported that paralysis
resulted from operative trauma in 80 pat ients X
Mere exposure of the epineorium seldom damages
nerve integrity but the resultant edema or
intra-neural hematoma may be very consequential
in terms of facial function.>

latrogenic brain herniation with or with-
out attendant meninges may complicate mastoid-
ectomy. Recently, 11 cases of brain herniation
disco- vered in previously operated ears were
reported by Kamerer and Caparosa. 6 patients
sustaining small Jjatrogenic dural injuries
during mastoidectomy over the last 11 years
were studied by Neely (1985). They concluded



that dural injury is a prerequisite for hernia-
tion, If the dura is attemuated or lacerated
and the aractmoid remains intact, the arachmoid
may herniate with attendant CSF leak through
the dural defect. If the arachmoid is injured,
the temporal lobe herniates through the arach-
noid and seals the dural defect effectively
obstructing CSF leak.6

Inadvertent opening of the semicircular
canal during mastoid surgery 1is fortunately
rare occurring in 0.8% (Canalis) to 1% (Palva)
of cases. Natural history of surgical trauma
to the lateral semicircular canal is one of
mxderate to severe sensorineural hearing loss
occurring acutely and recuperating to or close
to the preoperative level over a period of
three to six weeks. Acutely, the injury's most
troublesome symptom is vertigo associated with
nystagmis beating away from the operated ear.
This symptom tends to continue well beyond the
period of vestibular compensation with several
patients reporting positional vertigo and mild
unsteadiness on rapid turns a year or more
after surgery,

The thin outer dural wall of the sigmoid
sinus may be accidentally traumatized during
surgery leading to profuse bleeding. Infection
adjacent to this portion of the sims within
the mastoid results in inflammation of its
dural wall. A localized phlebitis develops and
a mural thrombus forms. Bacteria are released
through the bloodstream producing a septicemia,
Portions of the thrombus break—off and septic
emboli are thrown into the circulation. With
contimuous infection, the thrombus spread pro-
ximally towards the torcula herophilli and
distally to imvolve the jugular vein. It may
also spread along the tributaries of the late-
ral sinus which may lead to cavermous simus
thrombosis. 8

After due comsideration. of the complex
anatomy of the temporal bone and the traumatic
complications characteristically inherent in
the performance of a complete mastoidectamy,
the need to devise a standard or norm which can
aid the surgeon can now be emphasized. TIn an
effort to augment the mmber of subjects
particularly those belonging to the younger age
groap, CI scan measurements were employed.
Investigations conducted by Diamant, (1948) and
Fby et al (1986) using radiographic studies
have shown that growth of the mastoid air cell
system terminates at about 15 vears of age,

thus justifying its use as the cut—off age for
data on CT scan. Simce CT scan slices are
based on 5 mm cuts, mastoid length measurements
were not taken being rough estimates, not truly
reflective of the actual dimensions. Bvidently,
mastold width measurements based on CI scans
carmot be used since they differ significantly
from actual cadaver dissections. The discre-
pancy could be attributed to a difference in
head tilt (orbitomeatal line or infraorbito—
meatal line) which was not recorded in every
patient, The averaging of 5 mm cuts is another
variable which should be taken into account
especially with curved structures like the bory
plate or the sigmoid simis. On the contrary,
mastoid depth measurements obtained from CT
scans do not differ significantly from values
obtained on actual dissections. Therefore,
these values are more reliable and accurate
measurements of the mastoid depth taken
together. To our advantage, these data on the
mastoid depth provide a guide for the facial
nerve which is the most common and most dreaded
focus of complication.

For purposes of further analysis, a
camparative study was made between temporal
bone dimensions of western standards as opposed
to our local subjects. In a study by Fby and
Nadol (1986) on measurements of the mastoid
length in 84 adult skull X-ravs (PA and lateral
views) consisting of 44 males and 40 females,
the average mastoid length was 3.87+0.33 which
closely approximates our local vesults of
3.8740.46. As to mastoid depth, the findings
in this study belong to the lower limit
(1.44+0.22) in comparison to those stated by
Rulon and Hallberg (1.4 to 2.0). Foreign
literatures do not provide any data regarding
mastoid width which could be used to compare
the present data.

Conclusion

Tn conclusion, it is apparent that
otologic surgical techniques cannot be learned
from books alone mor solely in the operating
room but by time consuming and painstaking
cadaver dissection. There is absolutely mo
substitute.

On the basis of the foregoing data, we can
therefore conclude that the average dimension
of the Filipino adult temporal bones are as
follows:
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Mastoid length - 3.8740.46 am

Mastoid width - 1.0240.29 cm

Mastold depth - 1.4340.2] om
Cognizant therefore of the standards

provided by this study, a wore rational
approach to mastoid surgery can be done without
fear of attendant complications and vet faci-
litate completeness of dissection.

Recommendations

Since there was a paucity of temporal
bones for dissection, further studies on a
bigger population 1s teeded to substantiate
further the standards fram this study. Data
from children and adolescent group should be
collected since the majority of patients who
undergo mastoidectomy belong to these age
groups. Measurements of middle ear structures
should be attempted to aid the otologic surgeon
in performing microsurgery for restoration of

hearing,

Dimensions of mastoid cavity obtained from actual
cadaver dissections according to the side of the

slull,
Table A
Females (MeantSD)
Length Width Depth

Left 3.8710.48 0.94+0.27 1.47+40.19
Right 3.87+0.54 1.0020.27 1.43+0.22

* * *
DF=26 T=0.15 T=0,58 T=0.51

*
p>0.05 not significant
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Table IB
Males (Mean*SD)
length Width Depth
Left 3.76+0.,40 0.92+0,23 1.40+0),23
Right 3.97+0.40 1.1630.34 1.,44%0,25
* Kk
DF=26 ,  T=1.37 T=2.21
T=0.66

*
+xP 7 0.05 not significant
p<0.05 significant

Table 1T, Dimensions of mastoid cavity obtained
fram actual cadaver dissections
according to sex.

Length Width Depth

Females | 3.86+0.51 0.98+0.27 1.45%0.21

Males 3.88+0.41 1.06+0.32 1.4440,24

* * *

DF=54 T=0.16 T=1.01 T=0,17

*
p>0.05 not significant

Dimensions of the mastoid cavity obtained from
CT scan according to sex.

Table TITIA
Females (Mean*SD)
Width Depth
Left 1.59+0,25 1.4420.27
Right 1.62+0.16 1.44+0.27
* *
DF=15 T=0.30 T=0
p>0.05 not significant
Table I1IB
Males (MeantSD)
Width Depth
left 1.4630.24 1.4420.29
Right 1.56+0.31 1.40+0.30
* *
DF=23 T=0.91 T=0.34

*
p>0.05 not significant



Table IV. Mastoid cavity dimension from
CT scan as to sex

Width Depth
Famles | 1.60+0.21 1.4440,26
Males 1.47+0.28 1.4240,29

* *
DF=40) T=1.69 T=0.23

*
p>0.05 not significant

Table V. Dimensions of mastoid cavity obtained
from CT scan according to age.

Width Depth

Above 15 years 1.53+0.26 1.43%0.27
Below 15 years | 0.23#0.28 1.28+0.25

ok *ok
DF=52 T=7.03 T=1.77

*
+P” 0.05 not significant
p<0.001 highly significant

Table VI. Comparison between mastoid cavity
dimensions obtained from actual cadaver
dissections and those gathered fram CT

scar.
width Depth
Actual dissection | 1.020.30 1.4440.23
CT scan 1.53+0.26 1.43+x0.27
** *
DF=96 T=8.92 T=0.196

*
P> 0.05 not significant
p<0.001 highly significant
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ANATOMY OF THE MIDDLE EAR AMONG
FILIPINOS CONSIDERED FROM THE
'VIEWPOINT OF THE CURRENT TRENDS
IN THE REHABILITATION OF THE
DEAF

Abelardo Perex, MD 3nd
Robie V. Zantua, MD
Abstract

Regent trends in middle ear surgery and re-
habilitation require the use of precision instru-
ments and appliances that preclude anatomical
fitting. Because Filipinos are generally smaller
in size than the Caucasians, appliances like the
electrodes of an intracochlear device is expected
to be too large for the Filipino ear. This com—
cept was tested by taking the dimensions of the
middle ear of 10 Filipino cadavers. Results
showed that the dimensions of the Filipino middle
ear are generally smller than the published
Caucasian dimensions. Hence, the future of coch-
lear implant in the Philippines is not with the
intracochlear, but with the extracochlear implant
device.

Deafness is a cohdition more common than
tumors of the parotid gland or cancer of the oral
cavity.l American statistics show that 1 out of
10 Americans are afflicted with hearing impair-
ment. 2 Locally, this condition was identified by
the Ministry of Education and Culture as the
third cause of handicap ammg schoolchildren.3
The published local incidence of deafness is 15%
of the total population.4

*
Consuitants, Perpetual Help Medical Center, Binan, Laguna

In a local surveyd of profoamnd deafness in—
volving three institutions, namely the Southeast
Asian Institute for the Deaf, Philippine School
for the Deaf, and the Philippine Association of
the Deaf, a total of 734 children and adolescents
were jdentified. Among them, 406 were males and
328 were female. Among the documented causes of
profourd -deafness are the following:

1. Germen Measles ........... 22
2. Congenital .........cvuvn. 10
3. Drug induced ............. 3
4, Memingitis ............... 3
5. Systemic Viral Infection . 3
6. Fetal distress ........... 2

At present, there are two modalities of re-
habilitation, namely the nonrinstrurental Iike
1ip ,reading ans sign language, and the instru-
mental like hearing aid, vibrotactile apparatus,
and lately the cochlear implant. The cochlear
implants are available in two forms: the intra-
cochlear and the extracochlear devices. Commer—
cially, these are available in only one size.
The intracochlear electrode is inserted into the
cochlea via the scala tympani, while that of the
extracochlear is attached on the promontory of
the middle ear. To test which of the devices is
best fitted for the Filipino ear, mastoid bones
of 10 cadavers were dissected and measurements of
the middle ear made, including the dimensions of
the rond window niche. The mastoid antrum was
also studied from the point of view of the surgi-
cal approach used in the implantation of cochlear
electrodes. ‘

Methodology

Only normal temporal bones were included in
this study. Out of the 13 cadavers, only 10
adult cadavers were included, These consisted of
1 femle and 9 males. To screen the normal tem-
poral bones, radiographic studies were made using
the Schuller's, Mayer's, and Towne's views of the
mastoid. In the process, an attempt was done to
measure the middle ear dimensions radiographical-
1y using a correction factor based on the distance
of the mastoid bone from the X-ray plate and the
distance of the mastoid bone from the X-ray ma-
chine. Hypaque was used as contrast medium. Read-
ing and measurements were done by the radiologist.

Dissection of the temporal bones was done
using the intact canal wall techr1ique.6 Simple
mstoidectomy was done using a bone drill, The
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aditus ad antrum was identified and the short
process of the incus was exposed. The wall above
the facial recess was then removed and the round
windew niche was exposed. Measurements of the
depth of the aditus, the diameter of the antrum,
and the diameter of the roumd window niche were
done. The mastoid wall was then lowered and re—
moved and the ossicles were detached. Measure—
ments were then made on the distances of the
superior wall of the middle ear (tegmen plate) to
the inferior wall (Jugular wall), the anterior
wall of the middle ear (Carotid wall) to the
posterior wall (Mastoid wall), and the medial
wall of the middle ear (Labyrinthine wall) to the
anmlus fibrosus of the tympanic membrame. Mea-
surements were done using a millimeter ruler, a
caliper, and a micrometer that can measure to a
thousand of an inch,

Results and Discussion

Table 1. Dimensions of the Middle Ear

Filipino Fore:lgn7
(rm)

Superior (Tegmem) to Inferior

(Jugular wall) 8.75 15
Anterior (Carotid wall) to

Posterior (Mastoid wall) 6.43 13
Medial (Labyrinthine wall) to

Lateral (Anmilus) 0.31 2-4

The figures presented in Table 1 shows that
the dimensions of the middle ear among Filipino
cadavers are generally smaller than those measured
among the Caucasian ears. The middle ear examined
had the form of a biconcave disc cavity and mea—
sured 8.75 mm from above dowrssards, 6.43 mm from
behind forwards, and .31 mm in transverse diameter

of the mesotymparmm,

Anatomically, the middle ear cavity has a
lateral and medial wall, a roof and a floor, and
anterior and posterior walls. The lateral wall
consists mainly of the tympanic menbrane and
partly of bone above and below the membrane,
Accordingly, the cavity is divided into three
parts: 1) mesotymparum, medial to the tympanic
membrane, 2) epitympanum, medial to the horizon—
tal part of the squama above the tympanic mem-
brane, and 3) hypotympamum, below the drumhead.
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The mesotymparum was the only accessible dimen—
sion that could be taken from the surgical
approach in this study.

The medial wall separates the middle ear
from the immer ear, and it is easily distinguish—
ed by the presence of the promomtory, a smooth
rounded bory projection covering the basal tum
of the cochlea. The round window or the fenestra
rotunda ljes below ard behind the promomtory.
Because intracochlear devices are inserted into
the scala tympani through this niche, measurement
was done and showed 0.53 mm in greatest -ismeter.
In life, this is closed by a second tympanic
menbrane, which is well protected by the promon—
tory.

Table 2. Round window niche and the size of

electrodes of an intracochlear device

_ Filipinos Foreign7
Niche of the
round window 0.53 1.2 to 1.7

(mm)
Nucleus Corimacl?

Electrode size 8 0.60.4 0.6-0.3

Just above the oval window is the horizontal
portion of the facial nerve lying within the bomy
fallopian canal. The approach into the middle
ear is done above the tympanic portion of the fa-
cial nerve or recess after giving out the chorda
typmani and the stapedial branches.

The roof of the middle ear cavity separates
it fram the middle cranial fossa. It is known as
the tegmen tympani and is partly by the petrous
portion of the temporal bone and partly by the
squama.

The floor of the cavity is also a thin plate
of bone separating the tympanic cavity from the
Jugular bulb.

The anterior wall is narrow becase the la-
teral and medial walls converge anteriorly. It
presents three openings which are from above
dowrwards: 1) canal of Buguier, through'which the
chorda tympani escapes from the middle ear, 2)
canal for the temsor tympani muscle, and 3) tym
panic orifice of the eustachian tube. ’



The posterior wall presents an opening called
the sditus and antrum which leads backward from
the epitympamum into the mastoid antrum, This is
a landmark in the surgical approach for the in—
sertion of cochlear devices. Anong  Filipino
cadavers, its mean distance from the squama is
18.32 mm, The greatest diameter of the dissected
mastoid antrum is 17.77 mn. Insertion of coch-
lear devices is easier in ider antrum and shal-
lower aditus and antrum,

Over the past decade, otology has developed
from the destructive surgical procedures to the
conservation and restoration of hearing and
balance function. The electronic cochlear pros-
thesis is a very important development that has
set  the direction of modern  otology.
Surgeons engaged in cochlear implant expose the
round window by using the intact canal wall
approach through the facial recess. The implant—
ed portion of the system is made up of a receiver
and electrodes. The receiver is sutured on a
prepared recess on the squama. The electrodes
enter the mastoid cavity passing through the fa—
cial recess to enter the round window. A second
and less popular approach to the cochlea is
through the external auditory canal.® Nonethe—
less, the field of cochlear implantation is
rapidly changing. For Filipinos, the intracoch—
lear type is expected to produce damage to coch—
lear tissues that may lead to sensorineural
degeneration or a mechanical damage that can
cause fibrous tissue and new bone growth in the
cochlea, Table 2 illustrates the small round
window niche among Filipino cadavers that may be
too narrow for the insertion of the commercially
available mltichannel electrodes. Because of
the smaller anatomical dimensions among Filipino
ears, a fiberoptic guided type of insertion of
extracochlear electrodes may be advantageous.

Radiclogical examination of the temporal
bones showed proportionate pneumatization in all
of the bones dissected. However, the Schuller's,
Mayer's, and Towne's views do not give a clear
picture of the middle ear even with the use of
contrast media. These views can only give -an
assessment of the presence or absence of bone
rarefraction or sclerosis, the overall trans—
radiancy in the middle ear and mastoid cells, the
presence or absence of the ossicles, the thick-—
ness and definition of cell walls, and the
presence of cell destruction.  Radiographic
measurement of the dimensions of the middle ear
is not possible. Tomography is the least

/inexpensive method of assessing the anatomical
|detail in the middle ear. Computerized Tomo~
'graphy, on the other hand, is the easiest but a
more expensive way to get the dimensions of the
middle ear.

Conclusion

Because of the anatomical idiosyncracies in
the size of the middle ear among Filipinos, the
evolution of the management of profound deafness
in the Philippines may take a different form than
the Caucasian methodology. Among the cochlear
devices, the extracochlear type, presently being
developed in Gemmany, is the easier device to
implant among Filipino ears. Radiographically,
the standard views (i.e., Schuller's, Mayer's,
and Towne's views) do not give a clear evaluation
of the boundaries of the middle ear.
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HOLDER
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Introduction

Otology is presumed by many as the most
challenging and often times frustrating of all
the subspecialties of otorhimolaryngology. The
field presents so much opportunities for the
insatiable learner to languish in its ever
metamorphosing development and yet, each day,
newer averues never cease to unfold.

An INT resident who finishes training in
an institution which does not give epphasis on
the temporal bone laboratory would justifiably
be labelled handicapped. It should be realized
that it is only through the assiduous and dili-
gent process of repeated cadaver dissection can
an aspiring ear surgeon learn to confidently
and skillfully traverse the abstruse singula-
rity of the anatomy of the temporal bome.

At the onset and birth of our department,
we immediately felt the indispensable necessity
of a temporal bone laboratory to enhamce our
residency program., It was a challenging task),
but not an insurmountable one, considering the

“2nd Prize-6th Scientific (Surgical Innovation and Instrument
Design) Research Contest in Qtolaryngology heid at the Quezon
City Sports Club on 4 December 1987

,“Hesidents, Department of Otolaryngology, UST Hospital
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prodigious obsession which has heightened our-
aspiration to realize it, However, the acqui-
sition of bone holders, operating microstopes,
dental drills, suction irrigators, and surgical
instruments which are expensive presented
financial impediments. The temporal bone
holder is no exception and yet, while the rest
may be precision equipment which may not still
find a local alternative. The bone holder can
be duplicated with so much exacting improvisa—
tion at literally a fraction of the cost of the
imported coumterpart — the House Urban bone
holder. Tt costs a staggering US$275.00,
hardly affordable by amy measure in the United
States particularly for a resident and even
more astronamically beyond reach by local
standards if we consider a resident who makes

‘an average 82,000 a month. Bearing this din

mind, and utilizing the Filipino's inclination
towards what is practical, we opted to devise a
substitute which would have equally served its
purpose.

The objectives of this paper based on the
foregoing are: '

1. to devise a bone holder patterned
after the House Urban temporal bone holder;

2, to compare the locally adapted bone
holder with the use of "plaster of paris" as
mounting medium;

3. to compare the locally adapted bone
holder with the original House Urban bone
holder.

Materials and Methods

1. 3 pcs stainless steel shaft %' x X'
2. 3 pcs stainless steel screw ¥' x 4"
3. 3 pcs stainless steel bolt Y' x 4!
4, 3 pcs stainless steel lock mat

1 3/4" x 5/16"

5. 3 pcs stainless steel shaft clamp
;iu x 5/8"

6. 1 pc stainless steel ‘kitchen bowl
5.6" x 2,5"

7. 1 pe bicycle wheel
(diameter x thickness) "5.1" x .66"
8. 3 1lbs lead

A. The flat base of the kitchen bowl was
fashioned to make it round;

B. Melted lead is poured into bowl and allowed
to settle evenly on the base;



C. Bicycle wheel shaved to get the imner core;

D. Three equidistant holes were drilled on the
rim of the bowl;

E. Stainless steel shaft with thread were
fitted into the hole and riveted;

F. Stainless steel screw with rounded heads
were replaced by stainless steel clamps
with three prongs;

G. The lock mut was threaded to the screw
afterwhich was fitted to the shaft on the
rim of the bowl;

H. The bowl was mounted on the rubber wheel,

Discussion

The evolution of temporal bone dissection
dates as far back as 1704, as revealed in a
book authored by Valsalva, De Aure Humana, It
succinctly described anatomy as seen in over
1,000 temporal bones. Tomybee in 1806 was
given credit as being the first to systemati-
cally dissect 2,000 temporal bones. The intro-
duction of the valuable operating microscope by
Nylen in 1921 ephanced the accuracy of ear
surgery and consequently ushered the essential
modern day set—up of the temporal bone labora-
tory. Boettcher in 1940 introduced electro-
mechanical burrs for mastoid surgery.

It has been ‘established time and again
that the unique and complex anatomy of the
temporal bone as well as its extreme variabi-
lity poses a threat to the neophyte, But
despite the seemingly gargantuan challenge
presented by the foregoing, otologists have
duplicated the principle of temporal bone
surgery in the dissection laboratory to work
for his advantage.

Proper positioning and angulation of the
bone is of utmost importance which relies on a
good bone holder. In the years past, we can
recall the use of "plaster of paris" to mount
it. As experienced, its use leaves so much to
be desired if we have to take into account the
time factor, flexibility positioning, and work
involved. The use of plaster of paris is defi-
nitely time consuming since it calls for a
series of procedure almost like a 'ritual."”
After a bowl is greased, it is filled with
plaster mixed with just enough water to a thick
consistency. Then the temporal bonme is sub-
merged and mounted to a rigid position desired
as the plaster dries up. A microscope is
needed to help the operator oriemt the specimen
in the idemtical position maintained during

surgery. This should then provide a clear view
of the immermost part of the posterior superior
borry canal without tilting the bowl.

The procedure alone in preparing it is
sinfully wasteful in terms of time and energy,
considering the work load of today's medical
practitioners. Tt would be doubly discouraging
just to ponder upon the mess it usually en—
tails. In the long run, it may cost more since
the plaster for the casted bones can only be
used but once, Furthermore, it presents the
incorvenience of using another container to
collect water frequently used during irrigation.

More importantly, its use poses a great
limitation prohibiting flexdble repositioning
vhereby three dimensional view of the bore is
thus eliminated. Needless to say, it limits
the otologist's range of familiarity on the
bone and minimize his ability to scrutinize
adjacent structures. Shambaugh stated that the
House Urban temporal bone holder allows move-
ment of the specimen in many planes, for si-
mulation of surgical positioning of the patient
and is therefore preferrable to a stationary
temporal bone holder.

Taking all these into account, the deve-
lopment of an adapted temporal bone holder
practically offers a modermn alternative too
hard to refuse. It goes without saying that a
holder provides indispensable, practical, and
much used mechanism to the otologists. Tt is
compact and gives a compliant angulation as
would be necessitated to conform with the view
best satisfying close scrutiny., Tt is very
durable and eliminates a litany of procedures
needed for use. Tt is easier to clean and it
does away with mess which takes up considerable
time in the laboratory. Simple as it may seem,
the temporal bone holder is a blessed instru-
ment which offers not only comfort for the
otologists but also aids in his advancement.

The original House Urban temporal bone
holder though has many extra features not
present in our adapted model. Tt has an extra
nozzle for gravity drainage. It is also deeper
which allows bones of any size to fit and is
more flexible in its mobility. It likewise has
a screw lock on the round mut for fixation.
All these added features may be included in our
local adaptation at additional costs although
our local model shows no significant decrease
in its functional use.

8



The costing of the locally made bone
holder are as follows:

3 pcs stainless steel shaft
3 pcs stainless steel screw
177415 U - S 21.00
3 pes stainless steel round mut  9.00

3 pcs stainless steel shaft

B 15.00

clamps ....viiiiiiiain... - 6,00
1 pes stainless steel kitchen

bowl .., 32.00
31bs lead .ooviueinnnan.. 60.00
bicycle rubber wheel ......,
labor ...vviivininnnnnnnnnn 200.00

Total cost . B343.00

Conclusion

The marked simplicity in preparing an al-
termative as well as the minimal cost entailed
in making a temporal bome holder offers local
residents and otologists an invitingly singular
choice to scrap the use of 'plaster of paris"
and/or other modes of securing the bone. FEru~
merating its advantages renders no other option
or excuse not to avail of its merits. The only
impediment or hindrance to its acceptability
therefore is dits irrefutably expensive cost
which this paper has successfully eradicated,
It is also hoped that it has simplified the
assembling procedure of the locally adapted
bone holder,

One of the principles by which we live by
in our division is to adapt, improvise, and
overcome, especially where it would be most
useful. And now, we have adapted a very useful
piece of instrument commonly utilized in every—
day training of an ENT resident — .the temporal
bone holder. We have improvised by making use
of a kitchen bowl and old rubber wheel from a
junkyard. And the cost of the simple vyet
expensive original bone holder certainly has
been overcome.
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